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SECTION-WELCOME

Quick Reference Box
Yy Member services, claim inquiries, Personal Health Sumpgidental
HealthSubstancerelated and Addictive Disorsl@dministratorl- 8443338015.

y  Claims submittal address: UnitedHealthdai@ams, P.O. Box 30555, Salké City,
UT 841360555

Yy Online assistanocsww.myuhc.com

Clermont County is pleased to provide you with this Summary Plan Description (SPD),
which describes the health Benefits available to you and your covered family members under

the Clermont County &fare Benefit Plan. It includes summaries of:

Yy Who is eligible.

Yy Services that are covered, called Covered Health Services.

Yy Services that are not covered, called Exclusions and Limitations.
Yy How Benefits are paid.

Yy Your rights and responsibilities under the.P

This SPD is designed to meet your information needs and the disclosure requirements of the
Employee Retirement Income Security Act of 19T 4(p&kAes any previous printed or

electronic SPD for this Plan.

IMPORTANT
The healthcare servicaepgly or Pharmaceutical Product is only a Covered Health

Health Service in Section GlgssadyThe fact that a Physician or other provider ha
available treatment for a Sickness, Injury, Mental I8nessgncdrelated andddictive

Disorders, disease or its symptoms does not mean that the procedure or treatm
Covered Hdth Service under the Plan.

performed or prestxed a procedure or treatment, or the fact that it may be the onyy

Service if it is Medically Necessary. (See definitions of Medically Necessary and|Covered

b

PNt is a

Clermont County intends to continue this Plan, but reserves the right, in its sole
discretion, to modify, change, revise, amend or terminate the Plan at any time, f
reason, and without prior notice subject to any cedldx@rgaining agreements betwg
the Employer and various unions, if applicable. This SPD is not to be construed

of this summary and the contents of the Plan righis shall be determined under t

Dr any
en
AS a

contract of or for employment. If there should be an inconsistency between the Ilnntents

Plan and not under this summary.

UnitedHealthcare is a private healthcare claims administrator. UnitedHealthcare's goal is to
give you the tools you need to make wise healthcare decisions. UnitedHealthcare also helps

your employer to administer claims. Although UnitedHealthcare wiloassisnany

1 SecTION - WELCOME
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ways, it does not guarantee any Benefits. Clermont County is solely responsible for paying
Benefits described in this SPD.

Please read this SPD thoroughly to learn ho@¢nmont County Welfare Benefit Plan

works. If you have questions @mrtyour local Human Resourdgepartment or call the
number on the back of your ID card.

2 SecTION - WELCOME
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SRR NN S

How To Use This SPD

Read the entire SPD, and share it with your family. Then keep it in a safe plagce for

future reference.

Many of the sections of this SPD alateel to other sections. You may not have
the information you need by reading just one section.

You can find copies of your SPD and any future amendmneetgiest printed
copies by contacting Human Resources

Capitalized words in the SPD haveigpeneanings and are defined in Section 1
Glossary

If eligible for coverage, the words "you" and "your" refer to Covered Persons
defined in Section 1@Jossary

Clermont County is also referred to as Company.

If there is a conflict between this S&idl any benefit summaries (other than

all

4,

S

Summaries of Material Modifications) provided to you, this SPD will control.

SecTION - WELCOME
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SECTION-ANTRODUCTION

What this section includes:
Yy Who's eligible for coverage under the Plan.

The factors that impact your cost for coverage.
Instructions and timeframes for enrolling yourself and your eligible Dependerfts.

When coverage begins.

<SS S S

When yowcan make coverage changes under the Plan.

Eligibility
You are eligible to enroll in the Plan if you are a regutaméuémployee who is scheduled
to work at least 30 hours per week

Elected officials are covered without any minimum hours or \peitiod.

Your eligible Dependents may also participate in the Plan. An eligible Dependent is
considered to be:

Yy Your Spouse, as defined in Section 14, Glossary.

Yy Your or your Spouse's child who is under age 26, including a natural child, stepchild, a
legallyadopted child, a child placed for adoption or a child for whom you or your
Spouse are the legal guardian.

y" An unmarried child age 26 or over who is or becomes disabled and dependent upon you.

To be eligible for coverage under the Plan, a Dependent mlesivittén the United
States.

Note: Your Dependents may not enroll in the Plan unless you are also enrolled. If you and
your Spouse are both covered under the Clermont County Welfare Benefit Plan, you may
each be enrolled as a Participant or be coveaddegendent of the other person, but not
both. In addition, if you and your Spouse are both covered under the Clermont County
Welfare Benefit Plan, only one parent may enroll your child as a Dependent.

A Dependent also includes a child for whom healtlc@ageage is required through a
Quialified Medical Child Support Order or other court or administrative order, as described
in Section 13Xther Important Information

Cost of Coverage
You and Clermont County share in the cost of the Plan. Your contrédsnbant depends
on the Plan you select and the family members you choose to enroll.

Your contributions are deducted from your paychecks on athafbesis. Befottax
dollars come out of your pay before federal income and Social Security taxesldre withh

4 SECTION - INTRODUCTION
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and in most states, before state and local taxes are withheld. This gives your contributions a
special tax advantage and lowers the actual cost to you.

Your contributions are subject to review and Clermont County reserves the right to change
your contibution amount from time to time.

You can obtain current contribution rates by calling Human Resources

How to Enroll

To enroll, call Human Resouregthin 31 days of the date you first become eligible for
medical Plan coverage. If you do not ewithin 31 days, you will need to wait until the
next annual Open Enrollment to make your benefit elections.

Each year during annual Open Enroliment, you have the opportunity to review and change
your medical election. Any changes you make during OpdmEnt will become effective
the following January 1.

Important
If you wish to change your benefit elections following your marriage, birth, adoptjon of a
child, placement for adoption of a child or other family status change, you must ¢ontact
Human Resaugeswithin 31 days of the event. Otherwise, you will need to wait unfil the

next annual Open Enrollment to change your elections.

When Coverage Begins

Once Human Resourcegeives your properly completed enrollment, coverage will begin
onthe firg day of the month following the completion of a 60 day waiting [i&niaetage

for your Dependents will start on the date your coverage begins, provided you have enrolled
them in a timely manner.

Coverage for a Spouse or Dependent stepchild that yine & marriage becomes
effective the date of your marriage, provided you notify Human Resithinel days of
your marriage. Coverage for Dependent children acquired through birth, adoption, or
placement for adoption is effective the date ofthéyf status change, provided you notify
Human Resourcegthin 31 days of the birth, adoption, or placement.

If You Are Hospitalized When Your Coverage Begins

If you are an inpatient in a Hospital, Skilled Nursing Facility or Inpatient Rehabilitation
Fecility on the day your coverage begins, the Plan will pay Benefits for Covered Health
Services that you receive on or after your first day of coverage related to that Inpatient Stay
as long as you receive Covered Health Services in accordance with ofi¢hiefatan.

These Benefits are subject to any prior carrier's obligations under state law or contract.

You should notify UnitedHealthcare of your hospitalization within 48 hours of the day your
coverage begins, or as soon as is reasonably possBdgaefibplans that have a Network
Benefit level, Network Benefits are available only if you receive Covered Health Services
from Network providers.

5 SECTION - INTRODUCTION
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Changing Your Coverage

You may make coverage changes during the year only if you experience a chnge in fami
status. The change in coverage must be consistent with the change in status (e.g., you cover
your Spouse following your marriage, your child following an adoption, etc.). The following
are considered family status changes for purposes of the Plan:

Yy Yourmarriage, divorce, legal separation or annulment.

The birth, legal adoption, placement for adoption or legal guardianship of a child.

A change in your Spouse's employment or involuntary loss of health coverage (other
than coverage under the Medicare onidda&tiprograms) under another employer's plan.

Loss of coverage due to the exhaustion of another employer's COBRA benefits,
provided you were paying for premiums on a timely basis.

Your death or the death of a Dependent.
Your Dependent child no longer giyatg as an eligible Dependent.

A change in your or your Spouse's position or work schedule that impacts eligibility for
health coverage.

S S

Contributions were no longer paid by the employer (this is true even if you or your
eligible Dependent continuesageive coverage under the prior plan and to pay the
amounts previously paid by the employer).

Yy~ You or your eligible Dependent who were enrolled in an HMO no longer live or work in
that HMO's service area and no other benefit option is available to yauetigyae
Dependent.

Yy Benefits are no longer offered by the Plan to a class of individuals that include you or
your eligible Dependent.

Yy Termination of your or your Dependent's Medicaid or Children's Health Insurance
Program (CHIP) coverage as a resudissfof eligibility (you must contact Human
Resourcewithin 60 days of termination).

Yy You or your Dependent become eligible for a premium assistance subsidy under
Medicaid or CHIP (you must contact Human Resowittéa 60 days of the date of
determimtion of subsidy eligibility).

Yy You or your Dependent lose eligibility for coverage in the individual market, including
coverage purchased through a public exchange or other public market established under
the Affordable Care Act (Marketplace) (other thendf eligibility for coverage due to
failure to pay premiums on a timely basis or termination of coverage for cause, such as
making a fraudulent claim or an intentional misrepresentation of a material fact)
regardless of whether you or your Dependenéenral} in other individual market
coverage, through or outside of a Marketplace.

<,

A strike or lockout involving you or your Spouse.

A court or administrative order.

<,

6 SECTION - INTRODUCTION
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Unless otherwise noted above, if you wish to change your elections, you must contact
HumanResourcewithin 31 days of the change in family status. Otherwise, you will need to
wait until the next annual Open Enrollment.

While some of these changes in status are similar to qualifying events under COBRA, you, or
your eligible Dependent, do need to elect COBRA continuation coverage to take

advantage of the special enrollment rights listed above. These will also be available to you or
your eligible Dependent if COBRA is elected.

Note: Any child under age 26 who is placed with you for adopllitwe wligible for

coverage on the date the child is placed with you, even if the legal adoption is not yet final. If
you do not legally adopt the child, all medical Plan coverage for the child will end when the
placement ends. No provision will be madedntinuing coverage (such as COBRA

coverage) for the child.

Change in Family Status Example
Jane is married and has two children who qualify as Dependents. At annual Opgn
Enrolliment, she elects not to participate in Clermont County's medical plase hec
husband, Tom, has family coverage under his employer's medical plan. In JuneJTom
loses his job as part of a downsizing. As a result, Tom loses his eligibility for meglical
coverage. Due to this family status change, Jane can elect familyoverdigalinder
Clermont County's medical plan outside of annual Open Enroliment.

7 SECTION - INTRODUCTION
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SECTION-HOW THE PLAN WORKS

What this section includes:
Yy Accessing Benefits.

Eligible Expenses.
Annual Deductible.
Copayment.

Coinsurance.

<SS S

Out-of-Pocket Maximum.

Accessing Benefits

As a participant in this Plan, you have the freedom to choose the Physician or health care
professional you prefer each time yadne receive Covered Health Services. The choices
you make affect the amounts you pay, as well as the level of Benefits you receive and any
benefit limitations that may apply.

You are eligible for the Network level of Benefits under this Plan wherepmiCevered
Health Services from Physicians and other health care professionals who have contracted
with UnitedHealthcare to provide those services.

You can choose to receive Designated Network Benefits, Network Benefits or Non
Network Benefits.

Designated Network Benefitsapply to Covered Health Services that are provided by a
Network Physician or other provider that is identified as a Designated Provider. Only certain
Physicians and providers have been identified as a Designated Provider. Designated
Network Benefits are available only for specific Covered Health Services as identified in
Section 5Rlan Highlighwhen Designated Network Benefits apply, they are included in and
subject to the same Annual Deductible aneo®Bbcket Maximumequirements as all

other Covered Health Services provided by Network providers.

Network Benefits apply to Covered Health Services that are provided by a Network
Physician or other Network provider. You are not required to select a Primary Physician in
order to obtain Network Benefits. In general health care terminology, a Primary Physician
may also be referred to &remary Care PhyswiBRCP

Emergency Health Services are always paid as Network Benefits. For facility charges, these
are Benefits for @ered Health Services that are billed by a Network facility and provided
under the direction of either a Network or-N&twork Physician or other provider.

Network Benefits include Physician services provided in a Network facility by a Network or
a nonNetwork Emergency room Physician, radiologist, anesthesiologist or pathologist.

Non-Network Benefits apply to Covered Health Services that are provided by a non
Network Physician or other ndletwork provider, or Covered Health Services that are

8 SECTIONB - HOWTHEPLANWORKS
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provided at norNetwork facility. In general health care terminology:Nébmork
Benefits may also be referred to asdPitetwork Benefits.

Depending on the geographic area and the service you receive, you may have access through
UnitedHealthcare's Shared Savitrggram to neNetwork providers who have agreed to
discounts negotiated from their charges on certain claims for Covered Health Services. Refer
to the definition of Shared Savings Program in SectiGlotdargf the SPD for details

about how the Shed Savings Program applies.

You must show your identification card (ID card) every time you request health care services
from a Network provider. If you do not show your ID card, Network providers have no way

of knowing that you are enrolled under the.Ra a result, they may bill you for the entire

cost of the services you receive.

Generally, when you receive Covered Health Services from a Network provider, you pay less
than you would if you receive the same care fromfdetaork provider. Therefors,
most instances, your eaftpocket expenses will be less if you use a Network provider.

If you choose to seek care outside the Network, the Plan generally pays Benefits at a lower
level. You are required to pay the amount that exceeds the Eligibs= Ekpe amount in

excess of the Eligible Expense could be significant, and this amount does not apply to the
Out-of-Pocket Maximum. You may want to ask theNwetwork provider about their billed
charges before you receive care.

Health Services from NonN etwork Providers Paid as Network Benefits

If specific Covered Health Services are not available from a Network provider, you may be
eligible to receive Network Benefits when Covered Health Services are receivedfrom a non
Network provider. In thisituation, your Network Physician will notify UnitedHealthcare,

and if UnitedHealthcare confirms that care is not available from a Network provider,
UnitedHealthcare will work with you and your Network Physician to coordinate care

through a nofNetwork pravider.

Looking for a Network Provider?

In addition to other helpful informatiomyww.myuhc.com UnitedHealthcare's
consumer website, contains a directory of health care professionals and facilitie$ in
UnitedHealthcare's Network. While Network statuschayge from time to time,
www.myuhc.comhas the most current source of Network information. Use
www.myuhc.comto search for Physicians available in your Plan.

Network Providers

UnitedHealthcare or its affiliates arrange for health care providetisifmapain a

Network.At your request, UnitedHealthcare will send you a directory of Network providers
free of charg&eep in mind, a provider's Network status may change. To verify a provider's
status or request a provider directory, you cannti@tidealthcare at the number on your

ID card or log ontavww.myuhc.com

Network providers are independent practitioners and are not employees of Clermont
County or UnitedHealthcare.
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UnitedHealthcare's credentialing process confirms public informatibthalproviders'
licenses and other credentials, but does not assure the quality of the services provided.

Before obtaining services you should always verify the Network status of a provider. A
provider's status may change. You can verify the prostalkerssby calling
UnitedHealthcare. A directory of providers is available onkmavainyuhc.comor by

calling the number on your ID card to request a copy.

It is possible that you might not be able to obtain services from a particular Network
provider. he network of providers is subject to change. Or you might find that a particular
Network provider may not be accepting new patients. If a provider leaves the Network or is
otherwise not available to you, you must choose another Network provider tovgyt Net
Benefits.

If you are currently undergoing a course of treatment utilizing\Netveork Physician or

health care facility, you may be eligible to receive transition of care Benefits. This transition
period is available for specific medical servidderdimited periods of time. If you have
guestions regarding this transition of care reimbursement policy or would like help
determining whether you are eligible for transition of care Benefits, please contact
UnitedHealthcare at the number on your I@.ca

Do not assume that a Network provider's agreement includes all Covered Health Services.
Some Network providers contract with UnitedHealthcare to provide only certain Covered
Health Services, but not all Covered Health Services. Some Network phmader®de

a Network provider for only some of UnitedHealthcare's products. Refer to your provider
directory or contact UnitedHealthcare for assistance.

Designated Providers

If you have a medical condition that UnitedHealthcare believes needs spasal serv
UnitedHealthcare may direct you to a Designated Provider chosen by UnitedHealthcare. If
you require certain complex Covered Health Services for which expertise is limited,
UnitedHealthcare may direct you to a Network facility or provider thaide gats local
geographic area. If you are required to travel to obtain such Covered Health Services from a
Designated Provider, UnitedHealthcare may reimburse certain travel expenses at
UnitedHealthcare's discretion.

In both cases, Network Benefits willyobe paid if your Covered Health Services for that
condition are provided by or arranged by the Designated Provider or other provider chosen
by UnitedHealthcare.

You or your Network Physician must notify UnitedHealthcare of special service needs (such
astransplants or cancer treatment) that might warrant referral to a Designated Provider. If
you do not notify UnitedHealthcare in advance, and if you receive services from a non
Network facility (regardless of whether it is a Designated Provider) oontNetvinork

provider, Network Benefits will not be paid. N\wtwork Benefits may be available if the
special needs services you receive are Covered Health Services for which Benefits are
provided under the Plan.

10 SECTIONB - HOWTHEPLANWORKS



CLERMONCOUNTWEDICAICHOICEPLUS WITIROPAY$200MEDUCTIBLELAN

Limitations on Selection of Providers

If UnitedHealthcardetermines that you are using health care services in a harmful or
abusive manner, or with harmful frequency, your selection of Network providers may be
limited. If this happens, you may be required to select a single Network Physieige to pro
and coordinate all of your future Covered Health Services.

If you don't make a selection within 31 days of the date you are kbtifextlealthcare
will select a single Network Physician for you. In the event that you do not use the selected
Netwolk Physician, Covered Health Services will be paid d$eoork Benefits.

Eligible Expenses

Clermont County has delegated to UnitedHealthcatestihetion and authority to decide
whether a treatment or supply is a Covered Health Service and hayibleeEpenses
will be determined and otherwise covered under the Plan.

Eligible Expenses are the amount UnitedHealthcare determines that UnitedHealthcare will
pay for Benefits. For Designated Network Benefits and Network Bgoefise not
responsibléor any difference between Eligible Expenses and the amount the provider bills.
For Non-Network Benefits, you are responsible for paying, directly to thetvaork

provider, any difference between the amount the provider bills you and the amount
UnitedHealthcare will pay for Eligible Expenses. Eligible Expenses are determined solely in
accordance with UnitedHealthcare's reimbursement policy guidelines, as described in the
SPD.

For Designated Network Benefits and Network BenefitsEligible Expenses drased
on the following:

Yy When Covered Health Services are received from a Designated Network and Network
provider, Eligible Expenses are UnitedHealthcare's contracted fee(s) with that provider.

Yy When Covered Health Services are received fromNeheark povider as a result of
an Emergency or as arranged by UnitedHealthcare, Eligible Expenses are an amount
negotiated by UnitedHealthcare or an amount permitted by law. Please contact
UnitedHealthcare if you are billed for amounts in excess of your appboahleance,
Copayment or any deductible. The Plan will not pay excessive charges or amounts you
are not legally obligated to pay.

For Non-Network Benefits, Eligible Expenses are based on either of the following:

y° When Covered Health Services are receorach noaNetwork provider, Eligible
Expenses are determined, based on:

- Negotiated rates agreed to by theMetwork provider and either
UnitedHealthcare or one of UnitedHealthcare's vendors, affiliates or subcontractors,
at UnitedHealthcare's discretion

- If rates have not been negotiated, then one of the following amounts:
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Eligible Expenses are determined based on 110% of the published rates allowed

by theCenters for Medicare and Medicaid Serfocddddibéde for the same or
similar service wiiin the geographic markefith the exception of the following:

1 50% of CMS for the same or similar laboratory service.

1 45% of CMS for the same or similar durable medical equipmémMs
competitive bid rates.

When a rate is not published@iySfor theservice, UnitedHealthcare uses an
available gap methodology to determine a rate for the service as follows:

1 For services other than Pharmaceutical Products, UnitedHealthcare uses a
gap methodology establishedipyumIinsigimd/or a third party vendor

that uses a relative value scale. The relative value scale is usually based on the

difficulty, time, work, risk and resources of the service. If the relative value
scale(s) currently in use become no longer available, UnitedHealthcare will
use a comparaldeale(s). UnitedHealthcare @pdumIinsiginte related
companies through common ownership by UnitedHealth Group. Refer to
UnitedHealthcare's websitevatw.myuhc.comfor information regarding

the vendor that provides the applicable gap fill relativesvalee

information.

1 For Pharmaceutical Products, UnitedHealthcare uses gap methodologies that

are similar to the pricing methodology usedNdg and produce fees based
on published acquisition costs or average wholesale price for the
pharmaceuticals. Tieesiethodologies are currently creatdriyealth
SystemEhomson Resufpublished in iRed Bopkor UnitedHealthcare
based on an internally developed pharmaceutical pricing resource.

1 When a rate is not published@iySfor the service and a gap haetology
does not apply to the service, the Eligible Expense is based on 50% of the
provider's billed charge.

For Mental Healttservices anSubstanc®elated and Addictive Disorders
Services the Eligible Expense will be reduced by 25% for Covered Health
Services provided by a psychologist and by 35% for Covered Health Services
provided by a masters level counselor.

UnitedHealthcare updates @&ISpublished rate data on a regular basis when
updated data fro@MSbecomes available. These updates arallyypigplemented
within 30 to 90 days afeéMSupdates its data.

IMPORTANT NOTICE : Non-Network providers may bill you for any difference
between the provider's billed charges and the Eligible Expense described here.

12
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Don't Forget Your ID Card
Remember tshow your ID card every time you receive health care services fromja
provider. If you do not show your ID card, a provider has no way of knowing thaf you
are enrolled under the Plan.

Annual Deductible

The Annual Deductible is the amount of Eligible Exggre must pay each calendar year
for Covered Health Services before you are eligible to begin receiving Benefits. There are
separate Network and nbletwork Annual Deductibles for this P[@he amounts you pay
toward your Annual Deductible accumulsgr the course of the calendar year.

Amounts paid toward the Annual Deductible for Covered Health Services that are subject to
a visit or day limit will also be calculated against that maximum benefit limit. As a result, the
limited benefit will be reducky the number of days or visits you used toward meeting the
Annual Deductible.

When a Covered Person was previously covered under a benefit plan that was replaced by
the Plan, any amount already applied to that annual deductible provision of the prior pla
will apply to the Annual Deductible provision under this Plan.

Copayment

A Copayment (Copay) is the amount you pay each time you receive certain Covered Health
Services. The Copay is a flat dollar amount and is paid at the time of service or when billed
by the provider. Copays count toward thedocket MaximunCopays do not count

toward the Annual Deductible. If the Eligible Expense is less than the Copay, you are only
responsible for paying the Eligible Expense and not the Copay.

Coinsurance

Coingirance is the percentage of Eligible Expenses that you are responsible for paying.
Coinsurance is a fixed percentage that applies to certain Covered Health Services after you
meet the Annual Deductible.

Outof-Pocket Maximum

The annual Owbf-Pocket Maximm is the most you pay each calendar year for Covered
Health Services. There are separate Network aibeheark Outof-Pocket Maximums

for this Planlf your eligible oubf-pocket expenses in a calendar year exceed the annual
maximum, the Plan pay©9W®of Eligible Expenses for Covered Health Services through
the end of the calendar year.

The Outof-Pocket Maximum applies to all Covered Health Services under the Plan,
including Covered Health Services provided under your outpatient prescug@tbandr

The following table identifies what does and does not apply towaxgtyeank and non
Network Outof-Pocket Maximums:

13 SECTIONB - HOWTHEPLANWORKS



CLERMONCOUNTWEDICAICHOICEPLUS WITIROPAY$200MEDUCTIBLELAN

Applies to the
Non-Network
Out-of-Pocket

Applies to the
Plan Features Network Out-of-
Pocket Maximum?

Maximum?
Copays foCovered Health Services
available under your outpatient prescripti Yes Yes
drug plan
Payments toward the Annual Deductible Yes Yes
Coinsurance for Covered Health Service
available under your outpatient prescripti Yes Yes
drug plan
Charges fonon-Covered Health Services No No

The amounts of any reductions in Benefi
you incur by nobbtaining prior No No
authorization as required

Charges that exceed Eligible Expenses No No
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SECTION4ERSONAL HEALTH SORFAND PRIOR AUTHORIDN

What this section includes:
Yy An overview of the Personal Health Suppagram.

Yy Covered Health Services which Redricer Authorization.

Care Management

When you seek prior authorization as required, the Claims Administrator will work with you
to implement the care management process and to provide you with information about
additional services that are available tosyoh as disease management programs, health
education, and patient advocacy.

UnitedHealthcare provides a program called Personal Health 8egigoed to encourage
personalized, efficient care for you and your covered Dependents

Personal HealthuBport Nursesenter their efforts on prevention, education, and closing
any gaps in your care. The goal of the program is to ensure you receive the most appropriate
and coskffective services available.

If you are living with a chronic condition oaldey with complex health care needs,
UnitedHealthcare may assign to you a primary nurse, referred to as a Personal Health
Support Nursep guide you through your treatment. This assigned nurse will answer
guestions, explain options, identify your ne@adsmay refer you to specialized care

programs. The Personal Health Support Nurse will provide you with their telephone number
so you can call them with questions about your conditions, or your overall health and well
being.

Personal Health Support Nursel provide a variety of different services to help you and

your covered family members receive appropriate medical care. Program components are
subject to change without notice. When the Claims Administrator is called as required, they
will work withyou to implement the Personal Health Supggodess and to provide you

with information about additional services that are available to you, such as disease
management programs, health education, and patient advocacy. As of the publication of this
SPD,the Personal Health Suppprogram includes:

Yy Admission counseling- Nurse Advocates are available to help you prepare for a
successful surgical admission and recovery. Call the number on the back of your ID card
for support.

Yy Inpatient care management If you are hospitalized, a nungk work with your
Physician to make sure you are getting the care you need and that your Physician's
treatment plan is being carried out effectively.

Yy Readmission Management This program serves as a bridge betweéiogpstal
and your home if you are at high risk of being readmitted. After leaving the Hospital, if
you have a certain chronic or complex condition, you may receive a phone call from a
Personal Health Support Nuteeconfirm that medications, neededigaent, or
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follow-up services are in place. The Personal Health Supportviliuats® share
important health care information, reiterate and reinforce discharge instructions, and
support a safe transition home.

Yy Risk Management- Designed for particgmts with certain chronic or complex
conditions, this program addresses such health care needs as access to medical
specialists, medication information, and coordination of equipment and supplies.
Participants may receive a phone call from a Personhl3igxgdort Nurséo discuss
and share important health care information related to the participant's specific chronic
or complex condition.

If you do not receive a call from a Personal Health Supportiutifeel you could benefit
from any of thesprograms, please call the number on your ID card.

Prior Authorization

UnitedHealthcare requires prior authorization for certain Covered Health Servicqs. In
general, your Network Primary Physician and other Network providers are respdnsible
for obtaining gor authorization before they provide these services to you. There pre
some Benefits, however, for which you are responsible for obtaining prior autholjization.
For detailed information on the Covered Health Services that require prior authofization,
pleaseefer to Section &dditional Coverage Details

It is recommended that you confirm with the Claims Administrator that all Covered Health
Services listed below have been prior authorized as required. Before receiving these services
from a Network provideyou may want to contact the Claims Administrator to verify that

the Hospital, Physician and other providers are Network providers and that they have
obtained the required prior authorizatietwork facilities and Network providers cannot

bill you forservices they fail to prior authorize as required. You can contact the Claims
Administrator by calling the number on the back of your ID card.

When you choose to receive certain Covered Health Services fivetvwank providers,

you are responsible fortalming prior authorization before you receive these services. Note
that your obligation to obtain prior authorization is also applicable wheNetwork

provider intends to admit you to a Network facility or refers you to other Network
providers.

To obtain prior authorization, call the number on the back of your ID cardThis call

starts the utilization review proc€ssce you have obtained the authorization, please review
it carefully so that you understand what services have been authorizedpodidérat

are authorized to deliver the services that are subject to the authorization.

The utilization review process is a set of formal techniques designed to monitor the use of,

or evaluate the clinical necessity, appropriateness, efficacy, ayeffidiealth care

services, procedures or settings. Such techniques may include ambulatory review, prospective
review, second opinion, certification, concurrent review, case management, discharge
planning, retrospective review or similar programs.
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Contacting UnitedHealthcare or Personal Health Support is easy.
Simply call the number on your ID card.

Network providers are generally responsible for obtaining prior authorization from the
Claims Administrator before they provide certain services to ymndiothere are some
Network Benefits for which you are responsible for obtaining prior authorization from the
Claims Administrator.

When you choose to receive certain Covered Health Services fivetvmank providers,
you are responsible for obtainimgipauthorization from the Claims Administrator before
you receive these services. In many cases, yehieNaork Benefits will be reduced if the
Claims Administratdras not provided prior authorization.

Services for which you are required to obt&n guthorization are identified in Section 6,
Additional Coverage Detdlish each Covered Health Service Benefit description. Please
note that prior authorization timelines apply. Refer to the applicable Benefit description to
determine how far in @a@nce you must obtain prior authorization.

Special Note Regarding Medicare

If you are enrolled in Medicare on a primary basis (Medicare pays before the Plan pays
Benefits) the prior authorization requirements do not apply to you. Since Medicare is the
primary payer, the Plan will pay as secondary payer as described in &aioina@pn of
Benefits (COBPu are not required to obtain authorization before receiving Covered Health
Services.
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SECTIONHLAN HIGHLIGHTS

What this section includes:
Yy Payment Terms and Features.

Yy Schedule of Benefits.

Payment Terms and Features

The table below provides an overview of Copays that apply when you receive certain

Covered HealtBervices, and outlines the Plan's Annual Deductible antiPhaket

Maximum
Designated i
Plan Features Network and NO: m'\cl)itx\t'grk
Network Amounts
Copays
In addition to these Copays, you may b
responsible for meeting the Annual
Deductible fothe Covered Health
Services described in the chart on the
following pages.
Yy Acupuncturé Primary Physician $25 Not Applicable
Yy Acupunctureé Specialist $50 Not Applicable
Yy Emergency Health Services. $300 $300
Yy Physician's Office Serviedximary $25 Not Applicable
Physician.
Designated
Network/Premium Not Applicable

Yy Physician's Office Servie&pecialist. Specialist

$50 Not Applicable

Network

$100 Not Applicable
Yy Rehabilitation Services. $25 Not Applicable
Yy Spinal Manipulation 25 Not Applicable
y" Urgent Care Center Services. $60 Not Applicable
y  Virtual Visits. $25 Not Applicable
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Plan Features

Designated
Network and

Network Amounts

Non-Network
Amounts

Copays do not apply toward the Annua
Deductible.

Copays apply toward the @iftPocket
Maximum.

Annual Deductible

Yy Individual.

Yy Family(not to exceed the applicable
Individual amount for all Covered
Persons in a family).

$2,000

$4,000

$4,000

$8,000

Annual Out-of-Pocket Maximum
Yy Individual (single coverage).

Yy Family (not to exceed the applicablg
Individual amount for all Covered
Persons in a family).

The Annual Deductible applies toward
Out-of-Pocket Maximum for all Covere(
Health Services.

$4,000

$8,000

$8,000

$16,000

Lifetime Maximum Benefit

There is no dollar limit to the amount th
Plan will pay for essential Benefits duri
theentire period you are enrolled in this
Plan.

Generally the following are considered
be essential benefits underRladient
Protection and Affordable Care Act:

Ambulatory patient services; emergend
services, hospitalization; maternity and
newborn caréylental Healtland
Substanc®elated and Addictive
Disorders=rvices (including behavioral
health treatment); prescription drug
products; rehabilitative and habilitative

services and devices; laboratory servic

Unlimited
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Designated
Plan Features Network and
Network Amounts

Non-Network
Amounts

preventive and wellness services and
chronic disease management; and ped
services (including ogald vision care).

Schedule of Benefits

This table provides an overview of the Plan's coverage levels. For detailed descriptions of
your Benefits, refer to Sectio\@ditional Coverage Details

Benefit
(The Amount Payable bythe Plan basea
Covered Health Service's s
Designated
Network and Non-Network
Network
Allergy Care

Y Allergy Injections and Serum 60% after you mesg

100% the Annual

Deductible

Acupuncture Services

See Section Additional Coverage Déails | 100% after you pay

limits. Copa.yr.nent. of $25 60% after you meg¢
per visit Primary
Physician the Anr)ual
Deductible
100% after you pay
Copayment of $50
per visit Specialist
Ambulance Services Ground and/or Air|  Ground and/or Ai
Ambulance Ambulance

Yy Emergency Ambulance. 80% after you mee

80% after you mee

the Annual the Annual
Deductible Network
Deductible
Yy Non-Emergency Ambulance. 80% after you mee| 60% after you mee
. . the Annual the Annual
Ground or air ambulance, as the Claim Deductible Deductible

Administrator determines appropriate.
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Covered Health Servicés

Benefit

(The Amount Payable bythe Plan baseaq
on Eligible Expenses)

Designated
Network and
Network

Non-Network

Cancer Services

SedCancer Resource Servicés 8eR®)n 6,
Additional Coverage Details

Depending upon
where the Coverecd
Health Service is
provided, Benefits
will be the same as
those stated undel
each Covered Heal
Service category ir
this section.

Depending upon
where the Covere
Health Service is
provided, Benefits
will be the same a
those stated unde
each Covered
Health Service
category in this
section.

Clinical Trials

Benefits are available when the Coverg
Health Services are provided by either
Network or noANetwork providers.

Depending upon
where the Covereo
Health Service is
provided, Benefits
will be the same ag
those stated undel
each Covered Heali
Service categoin
this section.

Depending upon
where the Covere
Health Service is
provided, Benefitg
will be the same a
those stated unde
each Covered
Health Service
category in this
section.

Congenital Heart Disease (CHD)
Surgeries

For Network Benefits, CHD surgeries
must be received aDasignated Provide
and performed byResignated Provider

Network Benefits include services rece
at a Network facility and performed by
Network Physician that is not a
Designated ProvidandDesignated
Providerand services provided at a-hon
Network facility.

Non-Network Benefits under this sectio

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable bythe Plan baseaq
on Eligible Expenses)

Designated
Network and
Network

Non-Network

include only the CHD surgery.

Depending upon where the Covered
Health Service is provided, Benefits for
diagnostic services, cardiac cathatem
and nonrsurgical management of CHD
will be the same as those stated under
Covered Health Service category in thi
section.

Dental Services Accident Only

See Section Bdditional Coverage Débails
limits.

80% after you mee
the Annual
Deductible

80% after you mee
the Annual Networl
Deductible

Dental Anesthesia

See Section Additional Coverage Dé&bails
limits.

80%alfter you meef
the Annual
Deductible

60% after you mee
the Annual
Deductible

Diabetes Services

Diabetes SeManagement and Training
Diabetic Eye Examinations/Foot Care

Diabetes SeManagement ltems

Depending upon
where the Covereq
Health Service is
provided, Benefits
for diabetes self
management and
training/diabetic ey
examinations/foot
care will be paid th
same as those stat|
under each Covere
Health Service
category in this
section.

Depending upon
where the Covereq
Health Service is
provided, Benefits
for diabegs self
management and
training/diabetic ey
examinations/foot
care will be paid th
same as those stat|
under each Covere
Health Service
category in this
section.
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Covered Health Servicés

Benefit

(The Amount Payable bythe Plan baseaq
on Eligible Expenses)

Designated
Network and
Network

Non-Network

y  Diabetes equipment.

y" Diabetes supplies.

Durable Medical Equipment (DME)

SeeDurable Medical Equipmé&ction 6,
Additional Covefagtailsfor limits.

Benefits for diabete
equipment will be
the same as those

stated undddurable

Medical Equipman

this section.

For diaketes
supplies the Benef
is 80% after you
meet the Annual
Deductible.

80% after you mee
the Annual
Deductible

Benefits for diabete
equipment will be
the same as those

stated undddurable

Medical Equipman

this section.

For diabetes
supplies the Benef
is 60% after you
meet the Annual
Deductible.

60% after you mee
the Annual
Deductible

Emergency Health Services
Outpatient

If you are admitted as an inpatient to a
Hospital directly from the Emergency
room, you will not have fmay this Copay)|
The Benefits for an Inpatient Stay in a
Hospital will apply instead.

100% after you pa
a Copayment of
$300 per visit

100% after you pa
a Copayment of
$300 per visit

Gender Dysphoria

Depending upon
where the Covereq
Health Service is
provided, Benefits
will be the same a
those stated unde
each Covered
Health Service
category in the
Schedule of Bene

Depending upon
where the Covereq
Health Service is
provided, Benefits
will be thesame as
those stated unde
each Covered
Health Service
category in the
Schedule of Beng

Home Health Care
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Covered Health Servicés

Benefit

(The Amount Payable bythe Plan baseaq
on Eligible Expenses)

Designated
Network and
Network

Non-Network

See Section Bdditional Coverage Débails
limits.

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Hospice Care

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Hospital - Inpatient Stay

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Kidney Services

For Network Benefits, kidney services
must be received aDasignated Provide

See Kidney Resource Services (KRS)
Additional Coverage Details.

Depending upon
where the Covereq
Health Service is
provided, Benefits
will be the samas
those stated unde
each Covered
Health Service
category in this
section.

Depending upon
where the Covereq
Health Service is
provided, Benefits
will be the same a
those stated unde
each Covered
Health Service
category in this
section.

Lab, X-Ray andDiagnostics -
Outpatient

y' Lab Testing Outpatient.

100% after you pa

a Copayment of $2

per visit- Primary
Physician

100% after you pa
a Copayment of $5
per visitd Specialist

60% after you mee
the Annual
Deductible

Yy X-Ray andther Diagnostic Testing
Outpatient.

100% after you pa
a Copayment of $2
per visit Primary

60% after you mee
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable bythe Plan baseaq
on Eligible Expenses)

Designated
Network and
Network

Non-Network

y° Mammogram

Physician

100% after you pa
a Copayment of $5
per visitd Specialist

100%

Not Applicable

Lab, X-Ray and Major Diagnosticsd
CT, PET, MRI, MRA and Nuclear
Medicine - Outpatient

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Mental Health Services

Yy Inpatient.

y' Outpatient.

80% after you mee
the Annual
Deductible

100% after you pa
a Copayment of $2
per visit

80% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after yo
meet theAnnual
Deductible

60% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

60% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after yo
meet theAnnual
Deductible

Neurobiological Disorders- Autism
Spectrum Disorder Services

y Inpatient.

80% after you mee
the Annual
Deductible

60%after you meet
the Annual
Deductible

y' Outpatient.

100% after you pa
a Copayment of $2

per visit

60% after you mee
the Annual
Deductible
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Benefit

(The Amount Payable bythe Plan baseaq

Covered Health Servicés on Eligible Expenses)

Designated
Network and
Network

Non-Network

80% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after yo
meet theAnnual
Deductible

60% br Partial
Hospitalization/Inte
nsive Outpatient
Treatment after yo
meet theAnnual
Deductible

Nutritional Counseling

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Ostomy Supplies

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Pharmaceutical Products Outpatient

y  Office Visit

80% after you mee
the Annual
Deductible

100% after you me
the Annual
Deductible

60% after you mee
the Annual
Deductible

60% afteyyou meet
the Annual
Deductible

Physician Fees for Surgical and
Medical Services

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Covered Health Services provided by &
non-Network consulting Physician,

assistant surgeon or a surgical assistat
Network facility will be paid as Network
Benefits. In order to obtain the highest

26 SECTIOND - PLANHIGHLIGHTS



CLERMONCOUNTWEDICAICHOICEPLUS WITIROPAY$200MEDUCTIBLELAN

Benefit

(The Amount Payable bythe Plan baseaq
on Eligible Expenses)

Covered Health Servicés

Designated
Network and
Network

Non-Network

level of Benefits, you should confirm th
Network stats of these providers prior t
obtaining Covered Health Services.

Physician's Office Services Sickness
and Injury

Yy Primary Physician.

Yy~ Specialist Physician.

100% after you pa
a Copayment of $2
per visit

Designated
Network/Premiu
m Specialist

100% after you pa
a Copayment o8
per visit

Network

100% after you pa
a Copayment of
$1Q0 per visit

60% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Pregnancyd Maternity Services

A Deductible will not apply for a newbo
child whose length of stay in the Hospit
is the same as the mother's length of s

Benefits will be the

same as those stat

under each Covere
Health Service
category in this

Benefitawill be the
same as those stat
under each Covere
Health Service
category in this

section. section.
Preventive Care Services
Yy Physician Office Services. 100% 60% after you mee
the Annual
Deductible
y Lab, Xray or Other Preventive Test 100% 60% after you mee

the Annual
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limits.

Benefit
(The Amount Payable bythe Plan baseaq
Covered Health Servicé's o S SREREEs)
Designated
Network and Non-Network
Network
Deductible
y Breast Pumps. 100% 60% after you mee
the Annual
Deductible
Prosthetic Devices 80% after you mee 60% after you mee
See Section Additional Coverage Dé&bails the Annual the Annual
Deductible Deductible

Reconstructive Procedures

Depending upon
where the Covereq
Health Service is
provided, Benefits
will be the same a
those stated unde
each Covered
Health Service
category in this
section.

Depending upon
where the Covereq
Health Service is
provided, Benefits
will be the same a
those stated unde
each Covered
Health Service
category in this
section.

Rehabilitation Services Outpatient
Therapy and Manipulative Treatment

Yy Spinal Manipulation

See Section Bdditional Coverage Débails
visit limits.

100% after you pa
a Copayment of $2
per vsit

100% after you pa
a Copayment o256
per visit

60% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Scopic Procedures Outpatient
Diagnostic and Therapeutic

y* Colonoscopy

80% after you mee
the Annual
Deductible

100%

60% after you mee
the Annual
Deductible

Not Applicable
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Covered Health Servicés

Benefit

(The Amount Payable bythe Plan baseaq
on Eligible Expenses)

Designated
Network and
Network

Non-Network

Skilled Nursing Facility/Inpatient
Rehabilitation Facility Services

See Section Additional Coverage Dé&bails
limits.

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

SubstanceRelated and Addictive
Disorders Services

Yy Inpatient.

y  Outpatient.

80% after you mee
the Annual
Deductible

100% after you pa
a Copayment of $2
per visit

80% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after yo
meet theAnnual
Deductible

60% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

60% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after yo
meet theAnnual
Deductible

Surgery- Outpatient

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Therapeutic Treatments- Outpatient

80% after you mee
the Annual
Deductible

Dialysis is covered

In Network only

60% after you mee
the Annual
Deductible

29

SECTIOND - PLANHIGHLIGHTS



CLERMONCOUNTWEDICAICHOICEPLUS WITIROPAY$200MEDUCTIBLELAN

Benefit

(The Amount Payable bythe Plan baseaq

Covered Health Servicés on Eligible Expenses)

Designated
Network and
Network

Non-Network

Transplantation Services

For Network Benefits, transplantation
services must be received Resignated
Provider The Claims Administrator doe
not require that cornea transplants be
performed at Besignated Providar
order for you to receive Network Benef|

Depending upon
where the Covere(
Health Service is
provided, Benefits
will be the same a
those statednder
each Covered
Health Service
category in this

Non-Network
Benefits are not
available

section.

Urgent Care Center Services 100% after you paj 60% after you mee
a Copayment of $6 the Annual

per visit Deductible
Virtual Visits
Network Benefits are available only wh
services are delivered through a 100%after yowpay | Non-Network
Designated Virtual Network Provider. Y @ Copayment of $2  Benefits are not
can find a Designated Virtual Network per visit available.

Provider by going t@ww.myuhc.comor
by calling the telephone number on yol
ID card.

Vision Examinations

Yy Lenses Post Cataract Surgery

See Section Additional Coverage Dé&bails
limits.

100% after you pa
a Copayment o569
per visit

80% after yomeet
the Annual
Deductible

60% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Wigs

See Section 6, Additional Coverage Detall
limits.

80% after you mee

the Annual

60% after you mee
the Annual
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Benefit

(The Amount Payable bythe Plan baseaq

Covered Health Servicés on Eligible Expenses)

Designated
Network and Non-Network
Network

Deductible Deductible

1Please obtain prior authorization from the Claims Administrator before receiving Covered Health
Services, as described in Sectiddditional Coverage Details.
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SECTION-GADDITIONAL COVERAWHAILS

What this section includes:
Yy Covered Health Services for which the Plan pays Benefits.

Yy Covered Health Services that require you to obtain prior authorization beforejyou
receve them, and any reduction in Benefits that may apply if you do not call tp obtain
prior authorization.

This section supplements the second table in Sed?ian &ighlights

While the table provides you with Benefit limitations along with Copdyaiestirance

and Annual Deductible information for each Covered Health Service, this section includes
descriptions of the Benefits. These descriptions include any additional limitations that may
apply as well as Covered Health Services for whighysiwbtain prior authorization

from the Claims Administrator as requilda Covered Health Services in this section
appear in the same order as they do in the table for easy reference. Services that are not
covered are described in SectidEx8lusi@and Limitations

Allergy

The Plan pays for Allergy injections and serums.

Acupuncture Services

The Plan pays for acupuncture services for pain therapy provided that the service is
performed in an office setting by a provider who is one of the folleitheg practicing
within the scope of his/her license (if state license is available) or who is certified by a
national accrediting body:

y" Doctor of Medicine.
y  Doctor of Osteopathy.
y" Chiropractor.

Yy Acupuncturist.

Covered Health Services include treatmenustaas a result of:

y  Chemotherapy.
y' Pregnancy.

Yy Postoperative procedures.

Any combination of Network Benefits and Ndatwork Benefits is limited 1@
treatments per calendar year.

Did you knowée
You generally pay less-offpocket when you use a Netwprkvider?
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Ambulance Services

The Plan covers Emergency ambulance services and transportation provided by a licensed
ambulance service to the nearest Hospital that offers Emergency Health Services. See
Section 14Glossafygr the definition of Emergency.

Ambulance service by air is covered in an Emergency if ground transportation is impossible,
or would put your life or health in serious jeopardy. If special circumstances exist,
UnitedHealthcare may pay Benefits for Emergency air transportation toad tHasjmst

not the closest facility to provide Emergency Health Services.

The Plan also covers nBmergency transportation provided by a licensed professional
ambulance (either ground or air ambulance, as UnitedHealthcare determines appropriate)
betweendcilities when the transport is:

Yy From a norNetwork Hospital to a Network Hospital.

To a Hospital that provides a higher level of care that was not available at the original
Hospital.

y
Yy To a more costffective acute care facility.
Yy From an acute facility éosubacute setting.

Prior Authorization Requirement

In most cases, the Claims Administrator will initiate and direéEtmengency
ambulance transportation. If you are requestingmangency ambulance services,
please remember that you must obtaim ptithorization as soon as possible prior tg
transport.

If you fail to obtain prior authorizatifnom the Claims Administratas required,
Benefits will be reduced to 50% of Eligible Expenses.

Cancer Resource Services (CRS)

The Plan pays Benefits oncology services providedgsignated Providearticipating
in the Cancer Resource Services (CRS) pr@gsignated Provides defined in Section
14,Glossary

For oncology services and supplies to be considered Covered Health Services, they must be
provided to treat a condition that has a primary or suspected diagnosis relating to cancer. If
you or a covered Dependent has cancer, you may:

Yy Be referred to CRS by the Claims Administrator or a Personal Health Support Nurse

y  Call CRS at-8669366002.

Yy Visit www.myoptumhealthcomplexmedical.com.
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To receive Benefits for a canedated treatment, you are not required to \@s@gnated
Provider If you receive oncology services from a facility that iesignated Provider
the Plan pays Benefits described under:

Yy Physician's Office SeBidasess and Injury.

Physician Fees for Surgical and Medical Services.
Scopic Proced@atpatient Diagnostic and Therapeutic.
Therapeutic Treatm@ntpatient.

Hospital Inpatient Stay.

SSSK XS

SurgerOupatient.

Note: The services described untiexvel and LodgiregCovered Health Services only in
connection with canceelated services received Reaignated Provider

To receive Benefits under the CRS program, you must contact CRS prior to obtgining
Covered Health Services. The Plan will only pay Benefits under the CRS prograjn if CRS
provides the proper notification to thesignated Providperforming the services
(ewen if you selfefer to a provider in that Network).

Clinical Trials

Benefits are available for routine patient care costs incurred during participation in a
gualifying Clinical Trial for the treatment of:

y' Cancer or other l{threatening disease or caiodi. For purposes of this benefit, a life
threatening disease or condition is one from which the likelihood of death is probable
unless the course of the disease or condition is interrupted.

y' Cardiovascular disease (cardiac/stroke) which is not liferthmgafior which, as
UnitedHealthcare determines, a Clinical Trial meets the qualifying Clinical Trial criteria
stated below.

Yy Surgical musculoskeletal disorders of the spine, hip and knees, which are not life
threatening, for which, as UnitedHealthcaermétes, a Clinical Trial meets the
gualifying Clinical Trial criteria stated below.

y' Other diseases or disorders which are not life threatening for which, as UnitedHealthcare
determines, a Clinical Trial meets the qualifying Clinical Trial criterizestated

Benefits include the reasonable and necessary items and services used to prevent, diagnose
and treat complications arising from participation in a qualifying Clinical Trial.

Benefits are available only when the Covered Person is clinicallfpeligitileipation in
the qualifying Clinical Trial as defined by the researcher.
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Routine patient care costs for qualifying Clinical Trials include:

y Covered Health Services for which Benefits are typically provided absent a Clinical Trial.

Yy Covered Health Baces required solely for the provision of the Experimental or
Investigational Service(s) or item, the clinically appropriate monitoring of the effects of
the service or item, or the prevention of complications.

y Covered Health Services needed for redsoaradh necessary care arising from the
provision of an Experimental or Investigational Service(s) or item.

Routine costs for Clinical Trials do not include:

Yy The Experimental or Investigational Service(s) or item. The only exceptions to this are:

- Certain Cagory B devices.

- Certain promising interventions for patients with terminal ilinesses.

- Other items and services that meet specified criteria in accordance with
UnitedHealtha&'s medical and drug policies.

Yy Items and services provided solely to satisfycdiection and analysis needs and that
are not used in the direct clinical management of the patient.

Yy A service that is clearly inconsistent with widely accepted and established standards of
care for a particular diagnosis.

Yy Items and services providgdtbe research sponsors free of charge for any person
enrolled in the trial.

With respect to cancer or other-tleeatening diseases or conditions, a qualifying Clinical
Trial is a Phase |, Phase I, Phase lll, or Phase IV Clinical Trial that is dondatagon

to the prevention, detection or treatment of cancer or othéréiteening disease or
condition and which meets any of the following criteria in the bulleted list below.

With respect to cardiovascular disease, musculoskeletal distrdessiog, hip and knees

and other diseases or disorders which are rtréBeening, a qualifying Clinical Trial is a
Phase I, Phase Il, or Phase Il Clinical Trial that is conducted in relation to the detection or
treatment of such ndife-threatenig disease or disorder and which meets any of the
following criteria in the bulleted list below.

Yy Federally funded trials. The study or investigation is approved or funded (which may
include funding through-kind contributions) by one or more of the foitayv

- National Institutes of Health (NIH). (Includes National Cancer Institute (NCI)).

- Centers for Disease Control and Prevention (CDC).

- Agency for Healthcare Research and Quality (AHRQ).

- Centers for Medicare and Medicaid Services (CMS).

- A cooperative grougr center of any of the entities described above or the
Department of Defense (DOD) or the Veterans Administration (VA).

- A qualified norgovernmental research entity identified in the guidelines issued by
theNational Institutes of Healttenter support grants.
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- TheDepartment of Veterans Atfieidepartment of DeterthkeDepartment of Energy
as long as the study or investigation has been reviewed and approved through a
system of peer review that is determined byabeetafyHealth and Human Services
to meet both of the following criteria:

Comparable to the system of peer review of studies and investigations used by
theNational Institutes of Health

Ensures unbiased review of the highest scientific standards by qualified
individuals who have no interest in the outcome of the review.

Yy The study or investigation is conducted under an investigational new drug application
reviewed by the.S. Food and Drug Administration

Yy The study or investigation is a drug trial that is éxXemphaving such an
investigational new drug application.

Yy The Clinical Trial must have a written protocol that describes a scientifically sound study
and have been approved by all relevant institutional review boards (IRBs) before
participants are enm@dl in the trial. UnitedHealthcare may, at any time, request
documentation about the trial.

Yy The subject or purpose of the trial must be the evaluation of an item or service that
meets the definition of a Covered Health Service and is not otherwise arndeded
the Plan.

Prior Authorization Requirement

You must obtain prior authorization from the Claims Administrator as soon as th
possibility of participation in a Clinical Trial arises. If you fail to obtain prior
authorizatiorirom the Claims Administratas required, Benefits will be reduced to $0%
of Eligible Expenses.

14

Congenital Heart Disease (CHD) Surgeries

The Plan pays Benefits for CHD surgeries which are ordered by a Physician. CHD surgical
procedures include surgeries to treat conditions sumretaton of the aorta, aortic

stenosis, tetralogy of fallot, transposition of the great vessels and hypoplastic left or right
heart syndrome.

UnitedHealthcare has specific guidelines regarding Benefits for CHD services. Contact
UnitedHealthcare at thember on your ID card for information about these guidelines.

The Plan pays Benefits for CHD services ordered by a Physician and received at a facility
participating in the CHD Resource Services program. Benefits include the facility charge and
the chargeor supplies and equipment. Benefits for Physician services are described under
Physician Fees for Surgical and Medical Services

Surgery may be performed as open or closed surgical procedures or may be performed
through interventional cardiac catheteoaati

Benefits are available for the following CHD services:
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Outpatient diagnostic testing.
Evaluation.

Surgical interventions.

S SSSKS Y

Fetal echocardiograms (examination, measuiramd diagnosis of the heart using
ultrasound technology).

Yy Approved fetal interventions.

Interventional cardiac catheterizations (insertion of a tubular device in the heart).

CHD services other than those listed above are excluded from coverage, unless determined
by the Claims Administrator to be proven procedures for the involved diagnoses. Contact

CHD Resource Services €@38B9367246 before receiving care for informatmyua
CHD services. More information is also available at
www.myoptumhealthcomplexmedical.com

If you receive CHD services from a facility that is Belsggnhated Providethe Plan pays

Benefits as described under:

Yy Physician's Office SeSBidasesadinjury.

Physician Fees for Surgical and Medical Services.
Scopic Proced@atpatient Diagnostic and Therapeutic.
Therapeutic Treatm@nutpatient.

Hospital Inpatient Stay.

<SS S S

SurgerOutpatient.

Benefits under the CHD program if CHD provides the proper notification to the
Designated Providperforming the services (even if yofireéér to a provider in that
Network).

To receive Benefits under the CHD program, yai aantact CHD Resource Servicgs
at 18889367246 prior to obtaining Covered Health Services. The Plan will only jpay

Note: The services described untiexvel and LodgiregCovered Health Services only in
connection with CHD services received at a Congenital Heart Disease Resource Services

program.

Prior Authorization Requirement

For Covered Health Services required to be retyadikbsignated Providgrou must
obtain prior authorization from the Claims Administrator as soon as the possibili
CHD surgery arises. If you do not obtain prior authorization and if, as a result, t
surgeries are not receilsyth Designated Providédetwork Benets will apply.

For nonNetwork Benefits, if you fail to obtain prior authorization from the Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.
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Dental ServicesAccident Only
Dental services are covered by the Plen athof the following are true:

y Treatment is necessary because of accidental damage.

Yy Dental services are received from a Doctor of Dental Surgery or a Doctor of Medical
Dentistry.

Yy The dental damage is severe enough that initial contact with a Pinyaiast occurs
within 72 hours of the accident. (You may request an extension of this time period
provided that you do so within 60 days of the Injury and if extenuating circumstances
exist due to the severity of the Injury.)

Please note that dental dgethat occurs as a result of normal activities of daily living or
extraordinary use of the teeth is not considered having occurred as an accident. Benefits are
not available for repairs to teeth that are damaged as a result of such activities.

The Plan ab covers dental care (oral examinatigay% extractions and nsurgical

elimination of oral infection) required for the direct treatment of a medical condition limited
to:

Yy Dental services related to medical transplant procedures.

y Initiation of immunesuppressive (medication used to reduce inflammation and suppress
the immune system).

y~ Direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental services to repair the damage caused by accidental Injury must conform to the
following timeframes: Treatment is started within three months of the accident, or if not a
Covered Person at the time of the accident, within the first three months of coverage under
the Plan, unless extenuating circumstances exist (such as prolonged hospitalezation or th
presence of fixation wires from fracture care), Treatment must be completed within 12
months of the accident, or if not a Covered Person at the time of the accident, within the
first 12 months of coverage under the Plan.

The Plan pays for treatmentotidental Injury limited to the following:

Emergency examination.

Necessary diagnostierays.

Endodontic (root canal) treatment.

Temporary splinting of teeth.

Prefabricated post and core.

Simple minimal restorative procedures (fillings).

Extractions.

SIS

Pog-traumatic crowns if such are the only clinically acceptable treatment.

w
(00]
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Y Replacement of lost teeth due to the Injury by implant, dentures or bridges.

Dental ServicesDental Anesthesia

The Plan pays for Dental services for a child under the age sbfydone with a chronic
disability, or for someone that has a medical condition that requires hospitalization or
general anesthesia.

Diabetes Services

Diabetes SeliManagement and Training/Diabetic Eye Examinations/Foot Care

Outpatient selmanagement traig for the treatment of diabetes, education and medical
nutrition therapy service&ervices must be ordered by a Physician and provided by
appropriately licensed or registered health care professionals.

Benefits also include medical eye examinatitatseddetinal examinations) and preventive
foot care for diabetes.

Diabetic SelfManagement ltems

Insulin pumpsind supplies for the management and treatment of diabetes, bagedrupon
medical needs inckd

Insulinpumps thagire subject to all therahitions of coverage stated under Durable
Medical Equipmer{DME).

Blood glucose monitors, including continuous glucose monitors.

Insulin syringes with needles.

Blood glucose and urine test strips.

Ketone test strips and tablets.

Lancets and lancd¢vices.

SIS

Benefits for diabetes equipment that meet the definition of Durable Medical Equipment are
not subject to the limit stated un@errable Medical Equipméms section.

Prior Authorization Requirement

For Non-Network Benefits you must obtainoprauthorization from the Claims
Administrator before obtaining any Durable Medical Equipment for the managengent and
treatment of diabetes that exceeds $1,000 in cost (either retail purchase cost or cumulative
retail rental cost of a single item). If yoltd obtain prior authorizatiémom the Claims
Administratoias required, Benefits will be reduced to 50% of Eligible Expenses.

Durable Medical Equipment (DME)
The Plan pays for Durable Medical Equipment (DME) that is:

Yy Ordered or provided by a Physid@mnoutpatient use primarily in a home setting.
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Used for medical purposes.

Not consumable or disposable except as needed for the effective use of covered Durable
Medical Equipment.

<SS

Not of use to a person in the absence of a disease or disability.

y" Durableenough to withstand repeated use.

Benefits under this section include Durable Medical Equipment provided to you by a
Physician. If more than one piece of DME can meet your functional needs, Benefits are
available only for the equipment that meets the ormspecifications for your needs.

Benefits are provided for a single unit of DME (example: one insulin pump) and for repairs
of that unit.

Examples of DME include but are not limited to:

Oxygen and the rental of equipment to administer oxygen (inclbdiggdannectors
and masks).

Equipment to assist mobility, such as a standard wheelchair.

A standard Hospit&ype beds.

Negative pressure wound therapy pumps (wound vacuums).

Burn garments.

Insulin pumps and all related necessary supplies as descebBdalnedes Services in
this section.

SRS Y

External cochlear devices and systems. Surgery to place a cochlear implant is also
covered by the Plan. Cochlear implantation can either be an inpatient or outpatient
procedure. Benefits for cochlear implantationraxéded under the applicable
medical/surgical Benefit categories in this SPD. See Hdsypigdient Stay,
Rehabilitation Service®utpatient Therapy and Surge@utpatient in this section.

Yy Braces that stabilize an injured body part, includingarg@jsistments to shoes to
accommodate braces. Braces that stabilize an injured body part and braces to treat
curvature of the spine are considered Durable Medical Equipment and are a Covered
Health Service. Braces that straighten or change the shiapéygpart are orthotic
devices and are excluded from coverage. Dental braces are also excluded from coverage.

Yy Mechanical equipment necessary for the treatment of chronic or acute respiratory failure
(except that aronditioners, humidifierdehumidifiers, air purifiers and filters, and
personal comfort items are excluded from coverage).

Benefits also include speech aid devices and tescpd@geal voice devices required for
treatment of severe speech impediment or lack of speech dirdgcttgcto Sickness or
Injury. Benefits for the purchase of speech aid devices and-ésubieageal voice devices
are available only after completing a requirednioeth rental period.
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Benefits under this section do not include any device, apglianpe machine, stimulator,
or monitor that is fully implanted into the body.

Note: DME is different from prosthetic deviceseeProsthetic Dewctss section.

Benefits for speech aid devices and traetmuhageal voice devices are limited to the
purchase of one device during the entire period of time a Covered Person is enrolled under
the Plan. Benefits for repair/replacement are limited to once every three years.

Benefits are provided for the repair/replacement of a type of Durable MedicakeByuip
once every three calendar years.

At UnitedHealthcare's discretion, replacements are covered for damage beyond repair with
normal wear and tear, when repair costs exceed new purchase price, or when a change in the
Covered Person's medical conditiomigsooner than the three year timeframe. Repairs,
including the replacement of essential accessories, such as hoses, tubes, mouth pieces, etc.,
for necessary DME are only covered when required to make the item/device serviceable and
the estimated repakpense does not exceed the cost of purchasing or renting another
item/device. Requests for repairs may be made at any time and are not subject to the three
year timeline for replacement.

Prior Authorization Requirement

For Non-Network Benefits you must alnt prior authorizatioinom the Claims
Administratobefore obtaining any Durable Medical Equipment that exceeds $1,J00 in
cost (either retail purchase cost or cumulative retail rental cost of a single item). Jf you fail
to obtain prior authorization frothe Claims Administrator, as required, Benefits w§l be
reduced to 50% of Eligible Expenses.

Emergency Health Servic&3utpatient

The Plan's Emergency services Benefit pays for outpatient treatment at a Hospital or
Alternate Facility when required tabdize a patient or initiate treatment.

Benefits under this section include the facility charge, supplies and all professional services
required to stabilize your condition and/or initiate treatment. This includes placement in an
observation bed for theipose of monitoring your condition (rather than being admitted

to a Hospital for an Inpatient Stay).

Network Benefits will be paid for an Emergency admission teNehwork Hospital as

long as the Claims Administragonotified withim8 hourf theadmission or on the same
day of admission if reasonably possible after you are admitted-tdetwak Hospital.

The Claims Administrator may elect to transfer you to a Network Hospital as soon as it is
medically appropriate to do so. If you continuestay in a noiNetwork Hospital after

the date your Physician determines that it is medically appropriate to transfer you to a
Network Hospital, Network Benefits will not be provided.-Network Benefits may be
available if the continued stay is detexthio be a Covered Health Service. Eligible
Expenses will be determined as described Hhgibte ExpenseSection 31ow the Plan
Works
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Benefits under this section are available for services to treat a condition that does not meet
the definition ofitn Emergency.

Gender Dysphoria
Benefits for the treatment of Gender Dysphoria limited to the following services:

Yy Psychotherapy for Gender Dysphoria and associatearloiml psychiatric diagnoses
are provided as described urMental Healttservices in yosPD.

Yy Crosssex hormone therapy:

- Crosssex hormone therapy administered by a medical provider (for example during
an office visit) is provided as described under Pharmaceutical BrOdiostient
in your SPD.
Yy Puberty suppressing medication injectedmanted by a medical provider in a clinical
setting.

Laboratory testing to monitor the safety of continuous-segdsormone therapy.

<,

Surgery for the treatment for Gender Dysphoria, including the surgeries listed below:

<,

Male to Female:

- Clitoroplasty{creation of clitoris)

- Labiaplasty (creation of labia)

- Orchiectomy (removal of testicles)

- Penectomy (removal of penis)

- Urethroplasty (reconstruction of female urethra)
- Vaginoplasty (creation of vagina)

Female to Male:

- Bilateral mastectomy or breast redacti

- Hysterectomy (removal of uterus)

- Metoidioplasty (creation of penis, using clitoris)
- Penile prosthesis

- Phalloplasty (creation of penis)

- Salpingabophorectomy (removal of fallopian tubes and ovaries)
- Scrotoplasty (creation of scrotum)

- Testicular prosthesi

- Urethroplasty (reconstruction of male urethra)
- Vaginectomy (removal of vagina)

- Vulvectomy (removal of vulva)

Genital Surgery and Bilateral Mastectomy or Breast Reduction Surgery
Documentation Requirements:
The Covered Person must provide documentatite dbllowing for breast surgery:

y A written psychological assessment from at least one qualified behavioral health provider
experienced in treating Gender Dysphoria. The assessment must document that the
Covered Person meets all of the following criteria:
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- Persistent, wellocumented Gender Dysphoria.

- Capacity to make a fully informed decision and to consent for treatment.

- Must be 18 years or older.

- If significant medical ddental Healtltoncerns are present, they must be
reasonably well controlled.

The Cwoered Person must provide documentation of the following for genital surgery:

y A written psychological assessment from at least two qualified behavioral health
providers experienced in treating Gender Dysphoria, who have independently assessed
the Covereterson. The assessment must document that the Covered Person meets all
of the following criteria.

- Persistent, wallocumented Gender Dysphoria.

- Capacity to make a fully informed decision and to consent for treatment.

- Must 18 years or older.

- If significanimedical oMental Healtltoncerns are present, they must be
reasonably well controlled.

- Complete at least 12 months of successful continuetiméutealife experience in
the desired gender.

- Complete 12 months of continuous cisess hormone therapypppriate for the
desired gender (unless medically contraindicated).

Prior Authorization Requirement for Surgical Treatment
You must obtain prior authorization as soon as the possibility of surgery arises.

If you fail to obtain prior authorizatifnom the Claims Administratas required,
Benefits will be reduced to 50% of Eligible Expenses.

Prior Authorization Requirement for NonSurgical Treatment
Depending upon where the Covered Health Service is provided, any applicable prior

authorization requiremis will be the same as those stated under each Covered Health
Service category in this section.

Home Health Care

Covered Health Services are services that a Home Health Agency provides if you need care
in your home due to the nature of your conditionicg®srmust be:

Yy~ Ordered by a Physician.

Yy Provided by or supervised by a registered nurse in your home, or provided by either a
home health aide or licensed practical nurse and supervised by a registered nurse.

Yy Not considered Custodial Care, as defined tiois&d,Glossary

Yy Provided on a patime, Intermittent Care schedule when Skilled Care is required. Refer
to Section 14Glossafgr the definition of Skilled Care.

The Claims Administratauill determine if Skilled Care is needed by reviewing both the
skilled nature of the service and the need for Phydiirgated medical management. A
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service will not be determined to be "skilled" simply because there is not an available
caregiver.

Any combination of Network Benefits and Network Benefits is lingtl to60visits per
calendar year. One visit equals four hours of Skilled Care services.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization for nutritional food
from the Claims Administrator five business lo@fgse receiving services or as sooryas
is reasonably possible. If you fail to obtain prior authorigaimrthe Claims
Administratoras required, Benefits will be reduced to 50% of Eligible Expenses.

V)

Hospice Care

Hospice care is an integrated prograsmenended by a Physician which provides comfort

and support services for the terminally ill. Hospice care can be provided on an inpatient or
outpatient basis and includes physical, psychological, social, spiritual and respite care for the
terminally ill peson, and shotterm grief counseling for immediate family members while

the Covered Person is receiving hospice care. Benefits are available only when hospice care
is received from a licensed hospice agency, which can include a Hospital.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator five business days before admission for an Inpatient Stay in a hospice
facility or as soon as is reasonably possible. If you fail to obtain poldzatighfrom
the Claims Administratas required, Benefits will be reduced to 50% of Eligible
Expenses.

Hospital Inpatient Stay
Hospital Benefits are available for:

Yy Non-Physician services and supplies received during an Inpatient Stay.
Yy Room and boaroh a Serprivate Room (a room with two or more beds).

Yy Physician services for radiologists, anesthesiologists, pathologists and Emergency room
Physicians.

The Plan will pay the difference in cost between gp8eaté Room and a private room
only if a prvate room is necessary according to generally accepted medical practice.

Benefits for an Inpatient Stay in a Hospital are available only when the Inpatient Stay is
necessary to prevent, diagnose or treat a Sickness or Injury. Benefits for other Hospital
based Physician services are described in this sectioRhysiegan Fees for Surgical and
Medical Services

Benefits for Emergency admissions and admissions of less than 24 hours are described
underEmergency Health SendS&sgerOutpatierfscap Procedur@sitpatient Diagnostic
and TherapewtitdTherapeutic Treatm@ntpatientespectively.
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Prior Authorization Requirement

Please remember for Ndletwork Benefits, for:

Yy A scheduled admission, you must obtain prior authorization fivessudays befor
admission.

D

Yy A nonscheduled admission (including Emergency admissions), you must prgvide
notification as soon as is reasonably possible.

If authorization is not obtained as required, or notification is not provided, Benefits will
bereduced to 50% of Eligible Expenses.

Kidney Resource Services (KRS)

The Plan pays Benefits for Comprehensive Kidney Solution (CKS) that covers both chronic
kidney disease and End Stage Renal Disease (ESRD) prdvielgdriated Provider
participating ithe Kidney Resource Services (KRS) profresignated Providey

defined in Section 1@Jossary

In order to receive Benefits under this program, KRS must provide the proper notification
to the Network provider performing the services. This is truéf geerseHrefer to a
Network provider participating in the program. Notification is required:

Yy Prior to vascular access placement for dialysis.

Yy~ Prior to any ESRD services.
You or a covered Dependent may:

Yy Be referred to KRS by the Claims Administrat®eosonal Health Support
y Call KRS at-B6656%+7518.

To receive Benefits related to ESRD and chronic kidney disease, you are not required to visit
aDesignated Providdf you receive services from a facility that is Desgnated

Provider the Plampays Benefits as described under:

Yy Physician's Office SeBidasess and Injury.

Physician Fees for Surgical and Medical Services.

Scopic Proced@atpatient Diagnostic and Therapeutic.

Therapeutic Treatm@uotpatient.

Hospital Inpatient Sta

SurgerOutpatient

SIS XS

To receive Benefits under the KRS program, you must contact KRS prior to obtgining
Covered Health Services. The Plan will only pay Benefits under the KRS prograjn if KRS
provides the proper notification to thesignated Providperforming the services

(even if you setefer to a provider in that Network).
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Lab, XRay and Diagnostie©utpatient

Services for Sickness and Injetgted diagnostic purposes, received on an outpatient basis
at a Hospital or Alternate Facility or Phgsician's office include:

Yy Lab and radiology/Xay.

Yy Mammography.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.
Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits for othePhysician services are described in this sectiorPydmian Fees for
Surgical and Medical Séix;esray and diagnostic services for preventive care are
described undétreventive Caeevicesthis section. CT scans, PET scans, MRI, MRA,
nuclear medicine and major diagnostic services are describedmndRay and Major
Diagnostic€T, PET Scans, MRI, MRA and Nuclear M&litpegiein this section.

Prior Authorization Requirement

For Non-Network Benefits for sleep studigmimust obtain prior authorization from
the Claims Administrator five business days before scheduled services are recejved. If you
fail to obtain prior authorizatidrom the Claims Administratas required, Benefits will
be reduced to 50% of Eligible Expes

Lab, XRay and Major DiagnostidST, PET Scans, MRI, MRA and Nuclear Medicine
Outpatient

Services for CT scans, PET scans, MRI, MRA, nuclear medicine, and major diagnostic
services received on an outpatient basis at a Hospital or ARacildye

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.
Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are described in this secti®hysidem Fees for
Surgical and Medical Services

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator five business days before scheduled services are received. If you fail to
obtain pior authorizatiorom the Claims Administratas required, Benefits will be
reduced to 50% of Eligible Expenses.
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Mental HealtBervices

Mental HealtlServices include those received on an inpatient or outpatient basis in a
Hospital and an Alternate Régior in a provider's office. All services must be provided by
or under the direction of a properly qualified behavioral health provider.

Benefits include the following levels of care:

Inpatient treatment.
Residential Treatment.
Partial Hospitalization/By Treatment.

Intensive Outpatient Treatment.

<SS S

Outpatient treatment.
Services include the following:

Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.

Medication management and other associated treatments.
Individual, &mily, and group therapy.

Providerbased case management services.

Crisis intervention.

<SS S

TheMental HealthSubstanc®elated and Addictive DisordAdiministrator provides
administrative services for all levels of care.

You are encouraged to contactiestal Healthh Substanc®elated and Addictive
DisordersAdministrator for referrals to providers and coordination of care.
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Prior Authorization Requirement

Please remember for Ndletwork Benefits for:

y A scheduled admission fdental Healttservices (including Partial
Hospitalization/Day Treatment aadmissions faservices at a Residential
Treatment facility), you must obtain authorizdtem the Claims Administrator fije
business days bef@@mission.

Yy A nonscheduled admissi@including Emergency admissions) you must provideg
notification as soon as is reasonably possible.

Yy In addition, for NorANetwork Benefits you must obtain prior authorization from|the
Claims Administrator before the following services are received. Sepicag r
prior authorizatiorPartial Hospitalization/Day Treatment; Intensive Outpatient
Treatment programs; outpatient electmovulsive treatment; psychological testir]g;
transcranial magnetic stimulation; extended outpatient treatment visits be§ord 45
minutes in duration, with or without medication management, you must obtaip prior
authorization for NoiNetwork Benefits before services are received.

If you fail to obtain prior authorization from or provide notification to the Claims
Administratoas required, Benefits will be reduced to 50% of Eligible Expenses.

Neurobiological Disordergutism Spectrum Disorder Services

The Plan pays Benefits for behavioral services for Autism Spectrum Disorder including
Intensive Behavioral Therapies such ati¢gpBehavior Analysis (ABA) that are the
following:

y" Focused on the treatment of core deficits of Autism Spectrum Disorder.

Yy Provided by a Board Certified Applied Behavior Analyst (BCBA) or other qualified
provider under the appropriate supervision.

Yy Focusd on treating maladaptive/stereotypic behaviors that are posing danger to self,
others and property and impairment in daily functioning.

These Benefits describe only the behavioral component of treatment for Autism Spectrum
Disorder. Medical treatment afittsm Spectrum Disorder is a Covered Health Service for

which Benefits are available under the applicable medical Covered Health Services categories
as described in this section.

Benefits include the following levels of care:

Inpatient treatment.
Residenal Treatment.
Partial Hospitalization/Day Treatment.

Intensive Outpatient Treatment.

SSSK XS

Outpatient Treatment.
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Services include the following:

Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.

Medication management andeotassociated treatments.
Individual, family, and group therapy.

Crisis intervention.

SIS S

Providerbased case management services.

TheMental HealthSubstanc®elated and Addictive DisordAdministrator provides
administrative services for all levetsaoé.

You are encouraged to contactiental HealthSubstanc®elated and Addictive
DisordersAdministrator for referrals to providers and coordination of care.

Prior Authorization Requirement

Please remember for Ndletwork Benefits for:

Yy A scheduled adssion for Neurobiological Disordesutism Spectrum Disorder
Services (including Partial Hospitalization/Day Treatmeanhaaminission for
services at a Residential Treatment facility), you must obtain authtvonatios
Claims Administrator fivaubiness days bef@eémission.

Yy A nonscheduled admission (including Emergency admissions) you must proyide
notification as soon as is reasonably possible.

Yy In addition, for NorNetwork Benefits you must obtain prior authorization fromjthe
Claims Administrat before the following services are received. Services requjring
prior authorization: Partial Hospitalization/Day Treatment; Intensive Outpatieft
Treatment programs; outpatient electmovulsive treatment; psychological testir]g;
transcranial magneticstilation; extended outpatient treatment visits beyebidl
minutes in duration, with or without medication management; Intensive Behayioral
Therapy, includingpplied Behavior Analysis (ABA).

If you fail to obtain prior authorization from or providefiwatiion to theClaims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

Nutritional Counseling

The Plan will pay for Covered Health Services for medical education services provided in a

Physician's office by an appropridiegnsed or healthcare professional when:

Yy Education is required for a disease in which patiemta®igement is an important
component of treatment.

y' There exists a knowledge deficit regarding the disease which requires the intervention of

a trained hethl professional.
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Some examples of such medical conditions include, but are not limited to:

Coronary artery disease.

Congestive heart failure.

Severe obstructive airway disease.

Gout (a form of arthritis).

Renal failure.

Phenylketonuria (a genetic disodii@gnosed at infancy).

SSSSKSKKSKSS

Hyperlipidemia (excess of fatty substances in the blood).

When nutritional counseling services are billed as a preventive care service, these services
will be paid as described under Preventive Care Sarthiesection.

OstomySupplies
Benefits for ostomy supplies are limited to:

Yy Pouches, face plates and belts.
Yy Irrigation sleeves, bags and ostomy irrigation catheters.
Yy Skin barriers.

Benefits are not available for deodorants, filters, lubricants, tape, appliance cleaners,
adhesig, adhesive remover, or other items not listed above.

Pharmaceutical Product®utpatient

The Plan pays for Pharmaceutical Products that are administered on an outpatient basis in a
Hospital, Alternate Facility, Physician's office, or in a Covered$eosose’ Examples of

what would be included under this category are antibiotic injections in the Physician's office
or inhaled medication in an Urgent Care Center for treatment of an asthma attack.

Benefits under this section are provided only for PhaticacBuoducts which, due to

their characteristics (as determined by UnitedHealthcare), must typically be administered or
directly supervised by a qualified provider or licensed/certified health professional. Benefits
under this section do not include rations that are typically available by prescription

order or refill at a pharmacy.

UnitedHealthcare may have certain programs in which you may receive an enhanced or
reduced Benefit based on your actions such as adherence/compliance to medication or
treatment regimens and/or participation in health management programs. You may access
information on these programs through the Internetvat.myuhc.comor by calling the

number on your ID card.
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Physician Fees for Surgical and Medical Services

The Plan payBhysician fees for surgical procedures and other medical care received from a
Physician in a Hospital, Skilled Nursing Facility, Inpatient Rehabilitation Facility, Alternate
Facility or for Physician house calls.

Physician's Office ServiceSickness anthjury

Benefits are paid by the Plan for Covered Health Services provided in a Physician's office for
the diagnosis and treatment of a Sickness or Injury. Benefits are provided under this section
regardless of whether the Physician's office is freestéoahteq in a clinic or located in a
Hospital. Benefits under this section include allergy injections and hearing exams in case of
Injury or Sickness.

Covered Health Services include medical education services that are provided in a
Physician's office lappropriately licensed or registered healthcare professionals when both
of the following are true:

Yy Education is required for a disease in which patientassfyement is an important
component of treatment.

Yy There exists a knowledge deficit regardingsbasag which requires the intervention of
a trained health professional.

Covered Health Services include genetic counseling. Benefits are available for Genetic
Testing which is determined to be Medically Necessary following genetic counseling when
orderedby the Physician and authorized in advance by UnitedHealthcare.

Benefits for preventive services are describedRredentive Care Sentitiessection.

When a test is performed or a sample is drawn in the Physician's office and then sent outside
thePhysician's office for analysis or testing, Benefits for lab, radielagy/ahd other

diagnostic services that are performed outside the Physician's office are désdrjbed in

Ray and Diagnostigpatient

Prior Authorization Requirement

For Non-Network Benefits, you must obtain prior authorization from the Claims
Administrator as soon as is reasonably possible before Geneti® BfGAgs
performed If authorization is not obtainédm the Claims Administratas required,
Benefits will beeduced to 50% of Eligible Expenses.

Please Note
Your Physician does not have a copy of your SPD, and is not responsible for knpwing or
communicating your Benefits.
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Pregnancy Maternity Services

Benefits for Pregnancy will be paid at the same |Bezieftts for any other condition,
Sickness or Injury. This includes all mateneldyed medical services for prenatal care,
postnatal care, delivery, and any related complications.

The Plan will pay Benefits for an Inpatient Stay of at least:

Yy 48 hours fothe mother and newborn child following a vaginal delivery.

Yy 96 hours for the mother and newborn child following a cesarean section delivery.

These are federally mandated requirements un8i&wberns' and Mothers' Health Protection
Act of 199@&hich apjy to this Plan. The Hospital or other provider is not required to get
authorization for the time periods stated above. Authorizations are required for longer
lengths of stay. If the mother agrees, the attending Physician may discharge the mother
and/or the newborn child earlier than these minimum timeframes.

Both before and during a Pregnancy, Benefits include the services of a genetic counselor
when provided or referred by a Physician. These Benefits are available to all Covered
Persons in the immediagarfily. Covered Health Services include related tests and
treatment.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator as soon as reasonably possible if the Inpatient Stay for éh@makddin
the newborn will be more than 48 hours for the mother and newborn child followjng a
normal vaginal delivery, or more than 96 hours for the mother and newborn chilg
following a cesarean section delivery. If you fail to obtain prior authohinatitime
Claims Administrat@s required, Benefits will be reduced to 50% of Eligible Expepses.

It is important that you notify the Claims Administrator regarding your Pregnancy|. Your
notification will open the opportunity to become enrolled in prenagahms that are
designed to achieve the best outcomes for you and your baby.

Healthy moms and babies
The Plan provides a special prenatal program to help during Pregnancy. Particigation is
voluntary and free of charge. See Sect@inital Progrant Rasoutdes details.

Preventive Care Services

The Plan pays Benefits for Preventive care services provided on an outpatient basis at a
Physician's office, an Alternate Facility or a Hospital. Preventive care services encompass
medical services thavvbdeen demonstrated by clinical evidence to be safe and effective in
either the early detection of disease or in the prevention of disease, have been proven to
have a beneficial effect on health outcomes and include the following as required under
applicale law:
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Yy Evidencebased items or services that have in effect a rating of "A" or "B" in the current
recommendations of the United States Preventive Services Task Force.

Yy Immunizations that have in effect a recommendation from the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention.

Yy With respect to infants, children and adolescents, evidlenoed preventive care and
screenings provided for in the comprehensive guidelines supported by the Health
Resources and Sees Administration.

Yy With respect to women, such additional preventive care and screenings as provided for
in comprehensive guidelines supported by the Health Resources and Services
Administration.

Preventive care Benefits defined underésdth Resosr@ed Services Administration (HRSA)
requirement include the cost of renting one breast pump per Pregnancy in conjunction with
childbirth. Breast pumps must be ordered by or provided by a Physician. You can obtain
additional information on how to accessdiits for breast pumps by going to
www.myuhc.comor by calling the number on your ID card. Benefits for breast pumps also
include the cost of purchasing one breast pump per Pregnancy in conjunction with
childbirth. These Benefits are described undiéorgggdlan HighlightsiderCovered Health
Services

If more than one breast pump can meet your needs, Benefits are available only for the most
cost effective pump. UnitedHealthcare will determine the following:

Yy Which pump is the most cost effective.

Yy Whether the pump should be purchased or rented.

y" Duration of a rental.

y' Timing of an acquisition.

Benefits are only available if breast pumps are obtained from a DME provider or Physician.

For questions about your preventive care Benefits under this|Rtenrcahber on the

back of your ID card.

Prosthetic Devices

Benefits are paid by the Plan for external prosthetic devices that replace a limb or body part
limited to:

y Atrtificial arms, legs, feet and hands.

y Atrtificial face, eyes, ears and noses.

Yy  Breast prsthesis as required by the Women's Health and Cancer Rights Act of 1998.
Benefits include mastectomy bras and lymphedema stockings for the arm.

Benefits under this section are provided only for external prosthetic devices and do not
include any device thatfully implanted into the body.
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If more than one prosthetic device can meet your functional needs, Benefits are available
only for the prosthetic device that meets the minimum specifications for your needs. The
device must be ordered or provided elilgex Physician, or under a Physician's direction. If
you purchase a prosthetic device that exceeds these minimum specifications, the Plan will
pay only the amount that it would have paid for the prosthetic that meets the minimum
specifications, and you niegyresponsible for paying any difference in cost.

Benefits are available for repairs and replacement, except that:

Yy There are no Benefits for repairs due to misuse, malicious damage or gross neglect.

Yy There are no Benefits for replacement due to misusxoumsallamage, gross neglect or
for lost or stolen prosthetic devices.

Benefits are limited to a single purchase of each type of prosthetic device every three
calendar yearBhis requirement can be waived if the reason for the replacement is a change
in the patient's physical.

Note: Prosthetic devices are different from D\EeDurable Medical Equipment (DME)
this section.

Prior Authorization Requirement

For NonNetwork Benefits you must obtain prior authorization from the Claims
Administrator befa obtaining prosthetic devices that exceeds $1,000 in cost perjdevice.
If prior authorization is not obtainédm the Claims Administratas required, Benefifs
will be reduced to 50% of Eligible Expenses.

Reconstructive Procedures

Reconstructive Procedsrare services performed when the primary purpose of the
procedure is either to treat a medical condition or to improve or restore physiologic function
for an organ or body part. Reconstructive Procedures include surgery or other procedures
which are ass@ted with an Injury, Sickness or Congenital Anomaly. The primary result of
the procedure is not a changed or improved physical appearance.

Improving or restoring physiologic function means that the organ or body part is made to
work better. An example @fReconstructive Procedure is surgery on the inside of the nose
so that a person's breathing can be improved or restored.

Benefits for Reconstructive Procedures include breast reconstruction following a
mastectomy and reconstruction of the-aff@cted breast to achieve symmetry.

Replacement of an existing breast implant is covered by the Plan if the initial breast implant
followed a mastectomy. Other services required yaimen's Health and Cancer Rights Act of
1998 including breast prostheses and treatment of complications, are provided in the same
manner and at the same level as those for any other Covered HeathySearvan

contact UnitedHealthcare at the number on your ID card for more information about
Benefits for mastectonnglated services.

Breast Reduction Surgery is a covered health service with documentation of the following
functional impairments:
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Yy Shouldegrooving or excoriation resulting from the brassiere shoulder straps, due to the
weight of the breasts

y Documentation from medical records of medical services related to complaints of the
shoulder, neck or back pain attributable to macromastia.

y  Determiné not to be cosmetic by Care Coordination.

Note: Breast Reduction Surgery is not a covered health service when performed to improve
appearance or for the purpose of improving athletic performance.

Breast Reduction Surgery is covered when a reconstrastlmeen performed on the other
breast (as part of the federal mandate).

There may be times when the primary purpose of a procedure is to make a body part work
better. However, in other situations, the purpose of the same procedure is to improve the
appesaance of a body part. Cosmetic procedures are excluded from coverage. Procedures
that correct an anatomical Congenital Anomaly without improving or restoring physiologic
function are considered Cosmetic Procedures. A good example is upper eyelid surgery. A
times, this procedure will be done to improve vision, which is considered a Reconstructive
Procedures. In other cases, improvement in appearance is the primary intended purpose,
which is considered a Cosmetic Procedure. This Plan does not providef@enefit

Cosmetic Procedures, as defined in SectiGids$ary

The fact that a Covered Person may suffer psychological consequences or socially avoidant
behavior as a result of an Injury, Sickness or Congenital Anomaly does not classify surgery
(or othemprocedures done to relieve such consequences or behavior) as a Reconstructive
Procedures.

Prior Authorization Requirement

For NonNetwork Benefits for:

Yy A scheduled Reconstructive Procedure, you must obtain prior authorization ffom the
Claims Administratdive business days before a scheduled Reconstructive Prpcedure
is performed.

Yy A nonscheduled Reconstructive Procedure, you must provide notification within one
business day or as soon as is reasonably possible.

If authorization is not obtained from thei@&Administrator as required, or
notification is not provided, Benefits will be reduced to 50% of Eligible Expenses

Rehabilitation Service®utpatient Therapy and Manipulative Treatment

The Plan provides shddrm outpatient rehabilitation servicesliding habilitative
services) limited to

y" Physical therapy.
y" Occupational therapy.
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Manipulative Treatment.
Speech therapy.
Postcochlear implant aural therapy.

Cognitive rehabilitation therapy following a-frastmatic brain Injury or cerebral
vasculaaccident.

< S SS S

Pulmonary rehabilitation.
y  Cardiac rehabilitation.

For all rehabilitation services, a licensed therapy provider, under the direction of a Physician
(when required by state law), must perform the services. Benefits under this section include
rehabitation services provided in a Physician's office or on an outpatient basis at a Hospital
or Alternate Facility. Rehabilitative services provided in a Covered Person's home by a
Home Health Agency are provided as described ldoder Health C&ehabilative

services provided in a Covered Person's home other than by a Home Health Agency are
provided as described under this section.

Benefits can be denied or shortened for Covered Persons who are not progressing in goal
directed rehabilitation service#f oghabilitation goals have previously been met. Benefits
under this section are not available for maintenance/preventive treatment.

The Plan will pay Benefits for cognitive rehabilitation therapy only when Medically
Necessary following a postumatidorain Injury or cerebral vascular accident.

Habilitative Services

For the purpose of this Benefit, "habilitative services" means Medically Necessary skilled
health care services that help a person keep, learn or improve skills and functioning for daily
living. Habilitative services are skilled when all of the following are true:

Yy The services are part of a prescribed plan of treatment or maintenance program that is
Medically Necessary to maintain a Covered Person's current condition or to prevent or
slow futher decline.

<

It is ordered by a Physician and provided and administered by a licensed provider.

<

It is not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

It requires clinical training in order to be delivered safely and effectively.

<SS

It is not Custodial Care.

The Claims Administrator will determine if Benefits are available by reviewing both the
skilled nature of the service and the need for Phydiilgeed medical management.

Therapies provided for the purpose of generabeial) or conditioning in the absence of a
disabling condition are not considered habilitative services. A service will not be determined
to be "skilled" simply because there ismatvailable caregiver.
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Benefits are provided for habilitative services provided for Covered Persons with a disabling
condition when both of the following conditions are met:

Yy The treatment is administered by a licensed dpegcdlage pathologist, licensed
audiologist, licensed occupational therapist, licensed physical therapist or Physician.

Yy The initial or continued treatment must be proven and not Experimental or
Investigational.

Benefits for habilitative services do not apply to those services tHatyaeescational in

nature or otherwise paid under state or federal law for purely educational services. Custodial
Care, respite care, day care, therapeutic recreation, vocational training and Residential
Treatment are not habilitative services. A séinatdoes not help the Covered Person to

meet functional goals in a treatment plan within a prescribed time frame is not a habilitative
service.

The Plan may require that a treatment plan be provided, request medical records, clinical
notes, or other newy data to allow the Plan to substantiate that initial or continued

medical treatment is needed. When the treating provider anticipates that continued treatment
is or will be required to permit the Covered Person to achieve demonstrable progress, the
Plan may request a treatment plan consisting of diagnosis, proposed treatment by type,
frequency, anticipated duration of treatment, the anticipated goals of treatment, and how
frequently the treatment plan will be updated.

Benefits for Durable Medical Equgmhand prosthetic devices, when used as a component
of habilitative services, are described Ww@ble Medical Equipameiitrosthetic Devices

Benefits are limited to:

60visits per calendar year for physical therapy.

60visits per calendar year for occupational therapy.

60visits per calendar year for speech therapy.

20visits per calendar year for pulmonary rehabilitation therapy.
36visits per calendar year for cardiac rehabilitation therapy.
60Vvisits per calendar year for cognitive rehabilitation therapy.

12visits per calendar year for Manipulative Treatment.

NSNS

30visits per calendar year for pasthlear implant aural therapy.

These visit limits apply to Network Benefits and-Network Benefs combined.

Scopic ProcedureQutpatient Diagnostic and Therapeutic

The Plan pays for diagnostic and therapeutic scopic procedures and related services received
on an outpatient basis at a Hospital or Alternate Facility or in a Physician's office.
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Diagrostic scopic procedures are those for visualization, biopsy and polyp removal.
Examples of diagnostic scopic procedures include colonoscopy, sigmoidoscopy, and
diagnostic endoscopy.

Benefits under this section include:

Yy The facility charge and the chargesfipplies and equipment.

Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are described in this secti®hysidem Fees for
Surgical and Medical Services

Please note that Benefits unties section do not include surgical scopic procedures, which
are for the purpose of performing surgery. Benefits for surgical scopic procedures are
described und&urgerOutpatienExamples of surgical scopic procedures include
arthroscopy, laparosggronchoscopy, hysteroscopy.

When these services are performed for preventive screening purposes, Benefits are described
in this section und@&reventive Care Services

Skilled Nursing Facility/Inpatient Rehabilitation Facility Services

Facility servicdsr an Inpatient Stay in a Skilled Nursing Facility or Inpatient Rehabilitation
Facility are covered by the Plan. Benefits include:

Yy Supplies and nedhysician services received during the Inpatient Stay.

y" Room and board in a Sepnivate Room (a room wittvo or more beds).

Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits are available when skilled nursing and/or Inpatient Rehabilitation Facility services
are needed on a daily basis. Benefits are also available inNu&kilge&acility or

Inpatient Rehabilitation Facility for treatment of a Sickness or Injury that would have
otherwise required an Inpatient Stay in a Hospital.

Benefits for other Physician services are described in this secti®thysidem Fees for
Sugical and Medical Services

UnitedHealthcare will determine if Benefits are available by reviewing both the skilled nature
of the service and the need for Physitiatted medical management. A service will not be
determined to be "skilled" simply beeahsre is not an available caregiver.

Benefits are available only if both of the following are true:

Yy The initial confinement in a Skilled Nursing Facility or Inpatient Rehabilitation Facility
was or will be a Cost Effective alternative to an InpatignhStaiospital.

Yy You will receive skilled care services that are not primarily Custodial Care.
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Skilled care is skilled nursing, skilled teaching, and skilled rehabilitation services when all of
the following are true:

y It must be delivered or supervisedidcgnsed technical or professional medical
personnel in order to obtain the specified medical outcome, and provide for the safety of
the patient.

Yy ltis ordered by a Physician.

y Itis not delivered for the purpose of assisting with activities of daiyriniundjng
dressing, feeding, bathing or transferring from a bed to a chair.

y It requires clinical training in order to be delivered safely and effectively.
You are expected to improve to a predictable level of recovery. Benefits can be denied or

shortenedor Covered Persons who are not progressing hdigeeted rehabilitation
services or if discharge rehabilitation goals have previously been met.

Note: The Plan does not pay Benefits for Custodial Care or Domiciliary Care, even if
ordered by a Physicjas defined in Section Glossary

Any combination of Network Benefits and Nde&twork Benefits is limited i0days per
calendar year.

Prior Authorization Requirement

Please remember for Ndletwork Benefits for:

Yy A scheduled admission, you must olgeor authorization five business days before
admission.

Yy A nonscheduled admission (or admissions resulting from an Emergency) yoy must
provide notification as soon as is reasonably possible.

If authorization is not obtainém the Claims Administratas required, or
notification is not provided, Benefits will be reduced to 50% of Eligible Expenses

Substancdrelated and Addictive Disord8exvices

SubstancRelated and Addictive Disord8esvices include those received on an inpatient
or outpatienbasis in a Hospital, an Alternate Facility, or in a provider's office. All services
must be provided by or under the direction of a properly qualified behavioral health
provider.

Benefits include the following levels of care:

Inpatient treatment.

Residenal Treatment.

Partial Hospitalization/Day Treatment.
Intensive Outpatient Treatment.

<SS S S

Outpatient treatment.
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Services include the following:

Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.

Medication management anber associated treatments.
Individual, family, and group therapy.

Crisis intervention.

SIS S

Providerbased case management services.

TheMental HealthSubstanc®elated and Addictive DisordAdministrator provides
administrative services for all levelaod.c

You are encouraged to contactiental HealthSubstanc®elated and Addictive
DisordersAdministrator for referrals to providers and coordination of care.

Prior Authorization Requirement

Please remember, for Nbietwork Benefits for:

Yy A scheduled adssion forSubstanc&elated and Addictive Disord8esvices
(including Partial Hospitalization/Day Treatmentaardission foservices at a
Residential Treatment facility), you must obtain authorizatiothe Claims
Administrator five business dagfobeadmission.

Yy A nonscheduled admission (including Emergency admissions) you must proyide
notification as soon as is reasonably possible.

Yy In addition, for NorNetwork Benefits you must obtain prior authorization fromjthe
Mental HealthSubstanc®elatednd Addictive Disordefsdministrator before the
following services are received. Services requiring prior authorization: Partia
Hospitalization/Day Treatment; Intensive Outpatient Treatment programs;
psychological testing; extended outpatient treatmmignbeyond 4550 minutes in
duration, with owithout medication management.

If you fail to obtain prior authorization from or provide notification t€thiens
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

Surgery Outpatient
The Plan pays for surgery and related services received on an outpatient basis at a Hospital
or Alternate Facility or in a Physician's office.

Benefits under this section include certain scopic procedures. Examples of surgical scopic
procedurs include arthroscopy, laparoscopy, bronchoscopy and hysteroscopy.

Examples of surgical procedures performed in a Physician's office are mole removal and ear
wax removal.
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Benefits under this section include:

Yy The facility charge and the charge for suggigeequipment.

Yy Physician services for radiologists, anesthesiologists and pathologists. Benefits for other
Physician services are described in this section under Physician Fees for Surgical and
Medical Services.

Prior Authorization Requirement

For Non-Network Benefits fosleep apnea surgeries blepharoplasty,
uvulopalatopharyngoplasty, vein procedures and cochlearyoylawist obtain prior
authorization from the Claims Administrator five business days before scheduleq services
are received or, for n@cheduled services, within one business day or as soon a{is
reasonably possibleyou fail to obtain prior authorizatimom the Claims
Administratoas required, Benefits will be reduced to 50% of Eligible Expenses.

Therapeutic Treatment®utpatien

The Plan pays Benefits for therapeutic treatments received on an outpatient basis at a
Hospital or Alternate Facility or in a Physician's office, including dialysis (both hemodialysis
and peritoneal dialysis), intravenous chemotherapy or other ingsantrsian therapy and
radiation oncology.

Covered Health Services include medical education services that are provided on an
outpatient basis at a Hospital or Alternate Facility by appropriately licensed or registered
healthcare professionals when:

Yy Education is required for a disease in which patientassfyement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Benefits under this sectioclude:

Yy The facility charge and the charge for related supplies and equipment.

Yy Physician services for anesthesiologists, pathologists and radiologists. Benefits for other
Physician services are described in this section under Physician Fees fan&urgical
Medical Services.

Prior Authorization Requirement

For Non-Network Benefits for the following outpatient therapeutic services you njust
obtain prior authorization from the Claims Administrator five business days bef%]g
scheduled services are receivelononscheduled services, within one business day or
as soon as is reasonably possible. Services that require prior authorization: dialysis, IV
infusion, radiation oncology, intensity modulated radiation therapy -goddigtR
focused ultrasound. If ydail to obtain prior authorization from the Claims
Administrator, as required, Benefits will be reduced to 50% of Eligible Expenses

61 SECTION - ADDITIONACOVERAGEETAILS



CLERMEATCOUNTWEDICAICHOICEPLUS WITIROPAY$200MEDUCTIBLELAN

Transplantation Services

Organ and tissue transplants when ordered by a Physician. Benefits are available for
transplantsvhen the transplant meets the definition of a Covered Health Service, and is not
an Experimental or Investigational or Unproven Service.

Examples of transplants for which Benefits are available include bone marrow, heart,
heart/lung, lung, kidney, kidnewfmcreas, liver, liver/small bowel, pancreas, small bowel
and cornea.

Benefits are available to the donor and the recipient when the recipient is covered under this
Plan. Donor costs that are directly related to organ removal or procurement are Covered
Heath Services for which Benefits are payable through the organ recipient's coverage under
the Plan.

The Claims Administrator has specific guidelines regarding Benefits for transplant services.
Contact the Claims Administrator at the number on your ID carddionation about
these guidelines.

Transplantation services including evaluation for transplant, organ procurement and donor
searches and transplantation procedures must be rece@esdighated Provider

Benefits are also available for cornea tearispYou are not required to obtain prior
authorization from the Claims Administratoraf@ornea transplant nor is the cornea
transplant required to be performed Resignated Provider

Note: The services described untiexvel and Lodgireg@veed Health Services only in
connection with transplant services received at a Designated Provider.

Prior Authorization Requirement

For Network Benefits yauust obtain prior authorization from the Claims
Administrator as soon as the possibility of aptant arises (and before the time a pfe
transplantation evaluation is performed at a transplant center). If you don't obtaif prior
authorization and if, as a result, the services are not petigaridesignated Providen
Network Benefits will not be pai

Support in the event of serious illness
If you or a covered family member has cancer or needs an organ or bone marropyv
transplant, UnitedHealthcare can put you in touch with quality treatment centersjaround
the country.

Urgent Care Center Services

The Plan provides Benefits for services, including professional services, received at an
Urgent Care Center, as defined in SectidaldgsaryvVhen Urgent Care services are
provided in a Physician's office, the Plan pays Benefits as descriliedysnales Office
ServiceSickness and Injury
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Virtual Visits

Virtual visits for Covered Health Services that include the diagnosis and treatment of low
acuity medical conditions for Covered Persons, through the use of interactive audio and
video telecommueation and transmissions, and audioal communication technology.

Virtual visits provide communication of medical information #imsabetween the

patient and a distant Physician or health care specialist, through use of interactive audio and
videocommunications equipment outside of a medical facility (for example, from home or
from work).

Benefits are available only when services are delivered through a Designated Virtual
Network Provider. You can find a Designated Virtual Network Providengyaoi
www.myuhc.comor by calling the telephone number on your ID card.

Please Note Not all medical conditions can be appropriately treated through virtual visits.
The Designated Virtual Network Provider will identify any condition for which treatment by
in-person Physician contact is necessary.

Benefits under this section do not include eondélx and standard telephone calls, or for
telehealth/telemedicine visits that occur within medical faciM&sléfined originating
facilities).

Vision Examirteons

The Plan pays Benefits for one routine vision exam, including refraction, to detect vision
impairment by a provider in the provider's office every calendar year.

Benefits for eye examinations required for the diagnosis and treatment of a Sickness or
Injury are provided undPhysician's Office SeBida®ess and Injury

Lenses Post Cataract Sur@agnefits for only thimitial pair of eyeglasses or contact
lenses adtr cataractusgery are covered.

Wigs

The Plan pays Benefits for wigs and other scalp hair prosthesis regardless of the reason of
hair loss.

Any combination of Network Benefits and Nd@twork Benefits is limited to $500 pér
months
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SECTION-CLINICAL PROGRAMPARESOURCES

What this section includes:
Health and welbeing resources available to you, including

Yy~ Consumer Solutions and Sdfrvice Tools.

y  Disease and Condition Management Services.

Yy Wellness Programs.

Clermont County believes in giving you tools to help you be an educated health care
consumer. To that end, Clermont County has made availablesaveraént educational
and support services, accessible by phone and the Internet, which can help you to:
Yy Take care of yourself and your family members.

Yy Manage a chronic health condition.

Yy Navigate the complexities of the health care system.

NOTE:
Information obtained through the services identified in this section is based on cyrrent
medical literature and on Physician review. It is not intended to replace the advig¢e of a
doctor. The information is intended to help you make more informed health care
decisons and take a greater responsibility for your own health. UnitedHealthcare]and
Clermont Countgre not responsible for the results of your decisions from the usq of the
information, including, but not limited to, your choosing to seek or not to seek
professional medical care, your choosing of which provider to seek professional medical
care from or your choosing or not choosing specific treatment.

Consumer Solutions and Sgé#rvice Tools

Health Survey

You are invited to learn more about health and s®lw@vw.myuhc.comand are
encouraged to participate in the online health survey. The health survey is an interactive
guestionnaire designed to help you identify your healthy habits as well as potential health
risks.

Your health survey is kept confidén@ampleting the survey will not impact your Benefits
or eligibility for Benefits in any way.

To find the health survey, log innew.myuhc.com After logging in, access your
personalizetiealth & Wellngssge.

NurselLine®™

NurseLiné"is a telephone service that puts you in immediate contact with an experienced
registered nurse any time, 24 hours a day, seven daydNamseslcan provide health
information to help you make more informed health care dedidr@rsyou call, a

regisered nurse may refer you to any additional resources that Clermont County has
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available that may help you improve your health araewellor manage a chronic
condition.Call any time when you want to learn more about:

A recent diagnosis.

A minor Sickngs or Injury.

Men's, women's, and children's wellness.

How to take prescription drug products safely.

Selfcare tips and treatment options.

Healthy living habits.

SSSKSKKSKSS

Any other health related topic.

NurseLiné" gives you another way to access health infonmBgicalling the same
number, you can listen to one of the Health Information Library's over 1,100 recorded
messages, with over half in Spanish.

NurseLiné"is available to you at no additional cost. To use this service, simply call the
number on the baak your ID card.

Note: If you have a medical emergency, call 911 instead of calling NlrseLine

Your child is running a fever and it's 1:00 AM. What do you do?
Call NurseLin?'any time, 24 hours a day, seven days a week. You can count on
NurseLiné"to help answer your health questions.

With NurseLing', you also have access to nurses online. To use this service, log onto
www.myuhc.comwhere you may access the link to initiate an online chat with a registered
nurse who can help answer your geheedlh questions any time, 24 hours a day, seven
days a week. You can also requestramiled transcript of the conversation to use as a
reference.

Note: If you have a medical emergency, call 911 instead of loggiwgremoyuhc.com

Reminder Programs

To help you stay healthy, UnitedHealthcare may send you and your covered Dependents
reminders to schedule recommended screening exams. Examples of reminders include:

y° Mammograms for women between the ages of 40 and 68.
Pediatric and adolescent immunizations
Cervical cancer screenings for women between the ages of 20 and 64.

Comprehensive screenings for individuals with diabetes.

S SS S

Influenza/pneumonia immunizations for enrollees age 65 and older.
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There is no need to enroll in this program. You will receswairader automatically if you
have not had a recommended screening exam.

Decision Support

In order to help you make informed decisions about your health care, UnitedHealthcare has
a program called Decision Support. This program targets specific cosditelhasathe
treatments and procedures for those conditions.

This program offers:

Yy Access health care information.

Yy Support by a nurse to help you make more informed decisions in your treatment and
care.

Yy Expectations of treatment.

Yy Information on providersna programs.
Conditions for which this program is available include:

Back pain.

Knee & hip replacement.
Prostate disease.
Prostate cancer.

Benign uterine conditions.

Breast cancer.

NSNS

Coronary disease.

Participation is completely voluntary and without exémge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the number on the back of your ID card.

UnitedHealth Premium® Program

To help people make more informed choices about dadtin lsare, the UnitedHealth

Premiuni program recognizes Network Physicians who meet standards for quality and cost
efficiency. UnitedHealthcare uses evideased medicine and national industry guidelines

to evaluate quality. The cost efficiency stamdalgdon local market benchmarks for the
efficient use of resources in providing care.

For details on the UnitedHealth Prenfiggrogram including how to locate a UnitedHealth
Premium Physician, log omt@w.myuhc.comor call the number on your ID card.

66 SECTIONY - CLINICAPROGRAMS ANRESOURCES



CLERMONCOUNTWEDICAICHOICEPLUS WITIROPAY$200MEDUCTIBLELAN

www.myuhc.com

UnitedHealthcare's member webgiteyw.myuhc.com provides information at your
fingertips anywhere and anytime you have access to the lntenwnetyuhc.comopens
the door to a wealth of health information andsgelfice tools.

With www.myuhc.comyou can:
Research a health condition and treatment options to get ready for a discussion with

your Physician.

Search for Network providers available in your Plan through the online provider
directory.

Access all of the content and wellness tipizsNurseLing".

Complete a health survey to help you identify health habits you may improve, learn
about healthy lifestyle techniques and access health improvement resources.

Use the treatment cost estimator to obtain an estimate of the costs oprauaniises
in your area.

SIS

Use the Hospital comparison tool to compare Hospitals in your area on various patient
safety and quality measures.

Registering on www.myuhc.com

If you have not already registeredvarw.myuhc.com simply go tevww.myuhc.com
and click on "Register Now." Have your ID card handy. The enrollment process i quick
and easy.

Visitwww.myuhc.comand:

Yy Make reatime inquiries into the status and history of your claims.
Yy View eligibility and Plan Benefit information, including Capay&nnual Deductibles.
Yy View and print all of your Explanation of Benefits (EOBS) online.

y" Order a new or replacement ID card or print a temporary ID card.

Want to learn more about a condition or treatment?
Log on towww.myuhc.comand research health topics that are of interest to you. earn

about a specific condition, what the symptoms are, how it is diagnosed, how corpmon it
is, and what to ask your Physician.

Disease and Condition Management Services

Disease Management Services

If you have been diagnosed with certain chronic medical conditions you may be eligible to
participate in a disease management program at no additional cost tohgaut fetlere

coronary artery disease, diabmtdsasthmprograms are designed to supgou. This

means that you will receive free educational information through the mail, and may even be
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called by a registered nurse who is a specialist in your specific medical condition. This nurse
will be a resource to advise and help you manageydiioQ.

These programs offer:

Yy Educational materials mailed to your home that provide guidance on managing your
specific chronic medical condition. This may include information on symptoms, warning
signs, selfnanagement techniques, recommended exameditations.

Access to educational and-sehagement resources on a consumer website.

<,

An opportunity for the disease management nurse to work with your Physician to ensure
that you are receiving the appropriate care.

<,

Yy Access to and orm-one support frona registered nurse who specializes in your
condition. Examples of support topics include:

- Education about the specific disease and condition.

- Medication management and compliance.

- Reinforcement of eline behavior modification program goals.
- Preparationrad support for upcoming Physician visits.

- Review of psychosocial services and community resources.
- Caregiver status andhame safety.

- Use of maibrder pharmacy and Network providers.

Participation is completely voluntary and without extra chargethinkoyou may be
eligible to participate or would like additional information regarding the program, please
contact the number on the back of your ID card.

HealtheNotes™

UnitedHealthcare provides a service called Health&blealtheNote¥ provides gu

and your Physician with information regarding preventive care, testing or medications,
potential interactions with medications you have been prescribed, and certain treatments. In
addition, your HealtheNot&seport may include health tips and othdinass

information.

UnitedHealthcare provides this information through a software program that provides
retrospective, claiassed identification of medical care. Through this process patients are
identified who may benefit from this information usingsteblished standards of evidence
based medicine as described in Secti@idssannder the definition of Covered Health
Services.

If your Physician identifies any concerns after reviewing his or her Healthedpmtes

he or she may contact yohéfor she believes it to be appropriate. In addition, you may use
the information in your report to engage your Physician in discussions regarding your health
and the information UnitedHealthcare provides. Any decisions regarding your care, though,
are alvays between you and your Physician.

If you have questions or would like additional information about this service, please call the
number on the back of your ID card.
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Complex Medical Conditions Programs and Services

Travel and Lodging Assistance Program

Your Plan Sponsor may provide you with Travel and Lodging assistance. Travel and
Lodging assistance is only available for you or your eligible family member if you meet the
gualifications for the benefit, including receiving care at a Designated FPravicer a

distance from your home address to the facility. Eligible Expenses are reimbursed after the
expense forms have been completed and submitted with the appropriate receipts.

If you have specific questions regarding the Travel and Lodging Assistpace please
call the Travel and Lodging office-8088420843.

Travel and Lodging Expenses

The Plan covers expenses for travel and lodging for the patient, provided he or she is not
covered by Medicare, and a companion as follows:

Yy Transportation of thpatient and one companion who is traveling on the same day(s) to
and/or from the site of the qualified procedure provided by a Designated Provider for
the purposes of an evaluation, the procedure or necessdigghasge followp.

The Eligible Expensdor lodging for the patient (while not a Hospital inpatient) and
one companion.

If the patient is an enrolled Dependent minor child, the transportation expenses of two
companions will be covered.

Travel and lodging expenses are only available ifiéhe resides more than 50 miles
from the Designated Provider.

<SS S

Reimbursement for certain lodging expenses for the patient and his/her companion(s)
may be included in the taxable income of the Plan participant if the reimbursement
exceeds the per diem rate.

Yy The transplant program offers a combined overall lifetime maximum of $10,000 per
Covered Person for all transportation and lodging expenses incurred by you and
reimbursed under the Plan in connection with all qualified procedures.

The Claims Administratatust receive valid receipts for such charges before you will be
reimbursed. Reimbursement is as follows:
Lodging

y A per diem rate, up to $50.00 per day, for the patient or the caregiver if the patient is in
the Hospital.

Yy A per diem rate, up to $100.00qkey, for the patient and one caregiver. When a child is
the patient, two persons may accompany the child.

Examples of items that are not covered:

y" Groceries.

Yy Alcoholic beverages.
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Yy Personal or cleaning supplies.

Yy Meals.

Yy Overthe-counter dressings or medicgldies.

y  Deposits.

y Utilities and furniture rental, when billed separate from the rent payment.

Yy Phone calls, newspapers, or movie rentals.

Transportation

Yy Automobile mileage (reimbursed at the IRS medical rate) for the most direct route
between the patientisme and the Designated Provider.

y  Taxi fares (not including limos or car services).

Yy~ Economy or coach airfare.

y Parking.

Yy Trains.

Yy Boat.

y Bus.

y Tolls.

Wellness Programs

Healthy Pregnancy Program

If you are pregnant and enrolled in the medical Plan, you calugate educational
information and advice by calling the number on your ID card. This program offers:

y

<SS S

Particpation is completely voluntary and without extra charge. To take full advantage of the

Pregnancy consultation to identify special needs.
Written and odine educational materials and resources.
24-hour access to experienced maternity siurse

A phone call from a care coordinator during your Pregnancy, to see how things are
going.

A phone call from a care coordinator approximately four weeks postpartum to give you

information on infant care, feeding, nutrition, immunizations and more.

program, you are encouraged to enroll within the first 12 weeks of Pregnancy. You can
enroll any time, up to your 34th week. To enroll, call the number on the back®f yo
card.

As a program participant, you can call any time, 24 hours a day, seven days a week, with any

guestions or concerns you might have.
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Real Appeal Program

UnitedHealthcare provides the Real Appeal program, which represents a practical solution
for weight related conditions, with the goal of helping people at risk fromretssity

diseases and those who want to maintain a healthy lifestyle. This program is designed to
support individuals over the age of 18. This intensivecomfionent behawvial

intervention provides a-B&ek virtual approach that includesamene coaching and

online group participation with supporting video content, delivered by a live virtual coach.
The experience will be personalized for each individual throughdurciotsocall.

This program will be individualized and may include, but is not limited to, the following:

Yy~ Online support and sditlp tools: Personal eona-one coaching, group support
sessions, including integrated telephonic support, and appbdations.

Yy Education and training materials focused on goal setting, psoblam skills, barriers
and strategies to maintain changes.

Yy Behavioral change guidance and counseling by a specially trained health coach for clinical
weight loss.

Participatin is completely voluntary and without any additional charge or cost share. There
are no Copays, Coinsurance, or Deductibles that need to be met when services are received
as part of the Real Appeal program. If you would like to participate, or if ybliker@uly

additional information regarding the program, please call Real Appda3adREAL
(1-8443447325). TTY users can dial 711 or visit www.realappeal.com.
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SECTION-&EXCLUSIONS AND LIMIONS: WHAT THE MEAL. PLAN
WILL NOT COVER

What this section includes:
Yy Services, supplies and treatments that are not Covered Health Services, except as may
be specifilly provided for in SectionAiditional Coverage Details.

The Plan does not pay Benefits for the following services, treatments or supplies even if they
are recommended or prescribed by a provider or are the only available treatment for your
condition.

When Benefits are limited within any of the Covered Health Services categories described in
Section 6Additional Coverage Détaid® limits are stated in the corresponding Covered

Health Service category in Sectidtdn Highlightsmits may alsapply to some Covered

Health Services that fall under more than one Covered Health Service category. When this
occurs, those limits are also stated in SectansHighlighBlease review all limits

carefully, as the Plan will not pay Benefits foofathg services, treatments, items or

supplies that exceed these benefit limits.

Please note that in listing services or examples, when the SPD says "this includes,"
or "including but not limited to", it is not UnitedHealthcare's intent to limit the
desciiption to that specific list. When the Plan does intend to limit a list of services or
examples, the SPD specifically states that the list "is limited to."

Alternative Treatments

1. Acupressure

2. Aromatherapy.

3. Hypnotism.

4. Massage therapy.

5. Rolfing.

6. Art therapy, music therapy, dance therapy, horseback therapy and other forms of
alternative treatment as defined byN@gonal Center for Complementary and Alternative
Medicine (NCCANM theNational Institutes of HeEtilk exclusionags not apply to
Manipulative Treatment and Amanipulative osteopathic care for which Benefits are
provided as described in Sectiohdglitional Coverage Details

Dental

1. Dental care (which includes dentays, supplies and appliances and all associated
expenses, including hospitalizations and anestkepa dental services for a child
under the age of 9, for someone with a chronic disability, or for someone that has a
medical condition that requirespitaization or general anesthesia.)
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This exclusion does not apply to accidglated dental services for which Benefits are
provided as described unBemtal ServicAscident OmtySection 6Additional Coverage
Detalils.

This exclusion does napply to dental care (oral examinatiergys, extractions and
non-surgical elimination of oral infection) required for the direct treatment of a medical
condition for which Benefits are available under the Plan, limited to:

- Transplant preparation.
- Priorto the initiation of immunosuppressive drugs.
- The direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental care that is required to treat the effects of a medical condition, but that is not
necessary to directly treat the medical comdisi excluded. Examples include treatment
of dental caries resulting from dry mouth after radiation treatment or as a result of
medication.

Endodontics, periodontal surgery and restorative treatment are excluded.

2. Preventive care, diagnosis, treatment of or related to the teeth, jawbones or gums.
Examples include:

- Extractions (including wisdom teeth), restoration and replacement of teeth.
- Medical or surgical treatments of dental conditions.
- Services to improveral clinical outcomes.

This exclusion does not apply to preventive care for which Benefits are provided under
theUnited States Preventive Services rEaghr&meet or thidealth Resources and Services
Administration (HRS&juirement. This excios also does not apply to accident

related dental services for which Benefits are provided as describedntati8ervices
Accident OrySection 6Additional Coverage Details

3. Dental implants, bone gigfand other implanélated procedures.
This exclusion does not apply to accidglated dental services for which Benefits are

provided as described undental ServicAscident OmtySection 6Additional Coverage
Details

4. Dental braces (orthodontics).

5. Treatment of congenitally missing, malpositioned or supernumerary (extra) teeth, even if
part of a Congenital Anomaly.

Devices, Appliances and Prosthetics

1. Devices used specifically as safety items or to affect performancerielafsatts
activities.

2. Orthotic appliances and devices that straightershape a body pagxcept as
described und@&urable Medical Equipment (DNEection 6Additional Coverage Details
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8.

Examples of excluded orthotic appliances and devices include but are not limited to,
foot orthotics and some types of braces, including orthotic brait&isie ovethe-

counter. This exclusion does not include diabetic footwear which may be covered for a
Covered Person with diabetic foot disease.

Cranial banding.
Thefollowing items are excluded, even if prescribed by a Physician:

- Blood pressure cuff/monitor.

- Enuresis alarm.

- Non-wearable external defibrillator.
- Trusses.

- Ultrasonic nebulizers.

Repairs to prosthetic devices tlmmisuse, malicious damage or gross neglect.

Replacement of prosthetic devices due to misuse, malicious damage or gross neglect or
to replace lost or stolen items.

Devices and computers to assist in communication and speech except for speech aid
devices and trachesophageal voice devices for which Benefits are provided as
described und@&urable Medical Equipim&wction 6Additional Coverage Details

Oral appliances for snoring.

Drugs

1

Prescription drug products for outpatient use that are filled by a prescription order or
refill.

Selfinjectable medications. This exclusion does not apply to medications which, due to
their characteristics, (as determined by UnitedHealthcare), must typically be administered
or directly supervised by a qualified provider or licensed/certifiedohafaisisional in

an outpatient setting.

Non-injectable medications given in a Physician's office. This exclusion does not apply
to noninjectable medications that are required in an Emergency and consumed in the
Physician's office.

Overthe-counter drugs and treatments.
Growth hormone therapy.

New Pharmaceutical Products and/or new dosage forms until the date they are
reviewe.

A Pharmaceutical Product that contains (an) active ingredient(s) available in and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
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to another covered Pharmaceutical Product. Such determinations mayupeorside
times during a calendar year.

8. A Pharmaceutical Product that contains (an) active ingredient(s) which is (are) a
modified version of and therapeutically equivalent (having essentially the same efficacy
and adverse effect profile) to anotheeped Pharmaceutical Product. Such
determinations may be made up to six times during a calendar year.

9. Benefits for Pharmaceutical Products for the amount dispensed (days' supply or quantity
limit) which exceeds the supply limit.

10. A PharmaceuticB®roduct with an approved biosimilar or a biosimilar and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical Product. For the purpose of this exclusion a
"biosimilar" is a biologicBharmaceutical Product approved based on showing that it is
highly similar to a reference product (a biological Pharmaceutical Product) and has no
clinically meaningful differences in terms of safety and effectiveness from the reference
product. Such detainations may be made up to six times per calendar year.

11 Certain Pharmaceutical Products for which there are therapeutically equivalent (having
essentially the same efficacy and adverse effect profile) alternatives available, unless
otherwise requirday law or approved by us. Such determinations may be made up to
six times during a calendar year.

Experimental or Investigational or Unproven Services

1. Experimental or Investigational Services and UnproveceSemnd all services related
to Experimental or Investigational and Unproven Services are eXdladadt that an
Experimental or Investigational or Unproven Service, treatment, device or
pharmacological regimen is the only available treatmentrtarudgpaondition will
not result in Benefits if the procedure is considered to be Experimental or
Investigational or Unproven in the treatment of that particular condition.

This exclusion does not apply to Covered Health Services provided durirg a Clinic
Trial for which Benefits are provided as described Ghidial Triais Section 6,
Additional Coverage Details

Foot Care
1. Routine foot care. Examples include the cutting or removahsfarut calluses.
This exclusion does not apply to preventive foot care for Covered Persons with diabetes

for which Benefits are provided as described Dialeetes Seruc8gction 6,
Additional Coverage Details

2. Nail trimming, cutting, or debriding (removal of dead skin or underlying tissue).
3. Hygienic and preventive maintenance foot care. Examples include:

- Cleaning and soaking the feet.
- Applying skin creams in ordemmaintain skin tone.
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0.

This exclusion does not apply to preventive foot care for Covered Persons who are at
risk of neurological or vascular disease arising from diseases such as diabetes.

Treatment of flateet.

Treatment of subluxation of the foot.
Shoes.

Shoe orthotics.

Shoe inserts.

Arch supports.

Gender Dysphoria

Cosmetic Procedures, including the following:

- Abdominoplasty.

- Blepharoplasty.

- Breast enlargement, including augmentation mammoplasty and breast implants.

- Body contouring, such lgsoplasty.

- Brow lift.

- Calf implants.

- Cheek, chin, and nose implants.

- Injection of fillers or neurotoxins.

- Face lift, forehead lift, or neck tightening.

- Facial bone remodeling for facial feminizations.

- Hair removal.

- Hair transplantation.

- Lip augmentation.

- Lip reduction.

- Liposuction.

- Mastopexy.

- Pectoral implants for chest masculinization.

- Rhinoplasty.

- Skin resurfacing.

- Thyroid cartilage reduction; reduction thyroid chondroplasty; trachea shave (removal
or reduction of the Adam's Apple).

- Voice modification sgery.

- Voice lessons and voice therapy.

Medical Supplies

1

Prescribed or neprescribed medicslipplies. Examples include:

- Compression stockings.
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2.

- Ace bandages.
- Gauze and dressings.

This exclusion does rapply to:

- Disposable supplies necessary for the effective use of Durable Medical Equipment
for which Benefits are provided as described under Durable Medical Equipment in
Section 6, Additional Coverage Details.

- Diabetic supplies for which Benefits areigealas described under Diabetes
Services in Section 6, Additional Coverage Details.

- Ostomy supplies for which Benefits are provided as described under Ostomy
Supplies in Section 6, Additional Coverage Details.

Tubings and masks except when used with Durable Medical Equipment as described
underDurable Medical Equipm&etctighAdditional Coverage Details

Mental HealtiNeurobiological Disorderutism Spectrum Disorder Servieesl
SubstanceRelated ath Addictive DisordelServices

In addition to all other exclusions listed in this SectiexcRisions and Limitatibes
exclusions listed directly below apply to services describedlem@éiHeal8ervices,
Neurobiological Diserélatsm Spaain Disorder Seraind®r SubstarRelated and Addictive
DisordeBgervices in Section 6, Additional Coverage Details

1

Services performed in connection with conditions not classified in the current edition of
the Diagnostic and Statistical Manual of the American Psychiatric Association

Outside of an initial assessment, seragasatments for a primary diagnosis of
conditions and problems that may be a focus of clinical attention, but are specifically
noted not to be mental disorders within the current edition Diabgaostic and Statistical
Manual of the American Psy&satciation

Outside of initial assessment, services as treatments for the primary diagnoses of learning
disabilities, conduct and impulse control disorders, pyromania, kleptomania, gambling
disorder, and parhitic disorder.

Educational/behavioral services that are focused on primarily building skills and
capabilities in communication, social interaction and learning.

Tuition for or services that are schbased for children and adolescents required to be
provided by, or paid for by, the school undemtiwiduals with Disabilities Education Act.

Outside of initial assessmenspetified disorders for which the provider is not
obligated to provide clinical rationale as defined in the current editioDiafjthestic
and Statistical Manual of the American Psychiatric Association

Transtional Living services.

77

SECTIONB - EXCLUSIONS ANUIMITATIONS



CLERVIONTCOUNTWEDICAICHOICEPLUS WITIROPAY$200MEDUCTIBLELAN

Nutrition

1

Nutritional or cosmetic therapy using high dose or mega quantities of vitamins, minerals
or elements, and other nutrition based therapy. Examples include supplements,
electroytes and foods of any kind (including high protein foods and low carbohydrate
foods).

Food of any kind. Foods that are not covered include:

- Enteral feedings and other nutritional and electrolyte formulasnmatfeint
formula and donor breast milk, unless they are the only source of nutrition or unless
they are specifically created to treat inborn errors of metabolism such as
phenylketonuria (PKUInfant formula available over the counter is always exclude

- Foods to control weight, treat obesity (including liquid diets), lower cholesterol or
control diabetes.

- Oral vitamins and minerals.

- Meals you can order from a menu, for an additional charge, during an Inpatient Stay.

- Other dietary and electrolyte suppats.

Health education classes unless offered by UnitedHealthcare or its affiliates, including
but not limited to asthma, smoking cessation, and weight control classes.

Personal Care, Comfort or Convenience

1

N

o b~ w

Television.

Telephone.

Beauty/barber service.

Guest service.

Supplies, equipment and similar incidentals for personal comfort. Examples include:

- Air conditioners, air purifiers and filters and dehumidifiers.

- Batteries and battery chargers.

- Breast pumps. (This exclusion does not apply &t preaps for which Benefits are
provided under the Health Resources and Services Administration (HRSA)
requirement.)

- Car seats.

- Chairs, bath chairs, feeding chairs, toddler chairs, ergonomically correct chairs, chair
lifts and recliners.

- Exercise equipmeand treadmills.

- Hot and cold compresses.

- Hot tubs.

- Humidifiers.

- Jacuzzis.

- Medical alert systems.

- Motorized beds, neHospital beds, comfort beds and mattresses.
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Music devices.

Personal computers.
Pillows.

Poweroperated vehicles.
Radios.

Safety equipment.
Saunas.

Stair lifts and stair glides.
Strollers.

Treadmills.

Vehicle modifications such as van lifts.
Video players.
Whirlpools.

Physical Appearance
1. Cosmetic Procedures. See the definition in SectiGloddarizxamples include:

5.

Liposuction or removal of fat deposits considered undesirable, including fat
accumulation under the male breast and nipple.

Pharmacological regimens, nutritional procedures or treatments.

Scar or tattoo removal or revision pdages (such as salabrasion, chemosurgery
and other such skin abrasion procedures).

Hair removal or replacement by any means.

Treatments for skin wrinkles or any treatment to improve the appearance of the skin.
Treatment for spider veins.

Skin abrasion predures performed as a treatment for acne.

Treatments for hair loss.

Varicose vein treatment of the lower extremities, when it is considered cosmetic.

Replacement of an existing intact breast implant if tlee kegdst implant was
performed as a Cosmetic Proceddote: Replacement of an existing breast implant is
considered reconstructive if the initial breast implant followed mastectomy. See
Reconstructive Prote@eetson 6jdditional Coverage Details

Physical conditioning programs such as athletic trainindpuilddyg, exercise, fitness,
flexibility, health club memberships and programs, spa treatments and diversion or
general motivation.

Weight loss programs whether or not they are under medical supervision or for medical
reasons, even if for morbid obesity.

Treatment of benign gynecomastia (abnormal breast enlargement in males).

Procedures and Treatments
1. Biofeedback.
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2. Medical and surgical treatment of snoring, except when provided as a part of treatment
for documented obstructive sleep apnea.

3. Rehabilitation services and Manipulative Treatment to improve general physical
condition that are provided to reduce potential risk factors, where significant therapeutic
improvement is not expected, including routineste&rngor maintemece/preventive
treatment.

4. Outpatient cognitive rehabilitation therapy except as Medically Necessary following
traumatic brain Injury or cerebral vascular accident.

5. Excision or elimination of hanging skin oy jpart of the body. Examples include
plastic surgery procedures called abdominoplasty and brachioplasty.

6. Psychosurgery (lobotomy).

7. Standalone multdisciplinary smoking cessation programs. These are programs that
usually include health cpreviders specializing in smoking cessation and may include a
psychologist, social worker or other licensed or certified professional. The programs
usually include intensive psychological support, behavior modification techniques and
medications to contraotavings.

8. Chelation therapy, except to treat heavy metal poisoning.

9. Physiological modalities and procedures that result in similar or redundant therapeutic
effects when performed on the same body region during the same visit or office
encounter.

10 The following treatments for obesity:

- Non-surgical treatment of obesity, even if for morbid obesity.
- Surgical treatment of obesity even if there is a diagnosis of morbid obesity

11 Medical and surgical treatment of excessive sweating (hyp@rhidrosis

12.Services for the evaluation and treatment of temporomandibular joint syndrome (TMJ),
whether the services are considered to be medical or dental in nature.

13 Upper and lower jawbone surgery, orthognathic surgery and jaw alignment. This
exclusion des not apply to reconstructive jaw surgery required for Covered Persons
because of a Congenital Anomaly, acute traumatic Injury, dislocation, tumors, cancer or
obstructive sleep apnea.

14. Breast reduction surgery that is determined to be a Cdametidure.

This exclusion does not apply to breast reduction surgery which the Claims
Administrator determines is requested to treat a physiologic functional impairment or to
coverage required by WWwemen's Health and Cancer Rights Aftbioivh89BRnefits

are described undeeconstructive Proce@eesor, Additional Coverage Details
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15 Congenital Heart Disease surgery that is not receivedsigiaated Provider

Providers

1. Services performéay a provider who is a family member by birth or marriage, including
your Spouse, brother, sister, parent or child. This includes any service the provider may
perform on himself or herself.

2. Services performed hyprovider with your same legal residence.
3. Services ordered or delivered by a Christian Science practitioner.

4. Services performed by an unlicensed provider or a psekimes operating outside of
the scope of his/her license.

5. Services provided at a Freestanding Facility or diagnostic HdaspitaFacility without
an order written by a Physician or other provider. Servicesandselflirected to a
Freestanding Facility or diagnostic Hospéaéd Facility. Services ordered by a
Physician or other provider who is an employee or representative of a Freestanding
Facility or diagnostic Hospitssed Facility, when that Pbigsi or other provider:

- Has not been actively involved in your medical care prior to ordering the service.
- Is not actively involved in your medical care after the service is received.

This exclusion does not apply to mammography.

Reproduction

1. Health services and associated expenses for infertility treatments, including assisted
reproductive technology, regardless of the reason for the treatment.
This exclusion does not apply to services required to treatot underlying causes
of infertility.

2. Surrogate parenting, donor eggs, donor sperm and host uterus.

3. Storage and retrieval of all reproductive materials (exiacipths eggs, sperm,
testicular tissue and ovarian tissue).

4. The reversal of voluntary sterilization

5. Health services and associated expenses forl snagisargical or drumduced
Pregnanctermination. This exclusion does not apply when the life of the mother is at
risk or for to treatment of a molar Pregnancy, ectopic Pregnancy, or missed abortion
(commonly known as a miscarriage).
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Services Provided under Another Plan
Services for which cerage is available:

1

Under another plan, except for Eligible Expenses payable as described in Section 10,
Coordination of Benefits.(COB)

Under workers' compensation similar legislation if you could elect it, or could have it
elected for you.

Services resulting from accidental bodily injuries arising out of a motor vehicle accident
to the extent the services are payalderimmmedical expense payment provision of an
automobile insurance policy.

While on active military duty.

For treatment of military senviadated disabilities wheruyare legally entitled to other
coverage, and facilities are reasonably available to you.

Transplants

1

Health services for organ and tissue transplants except those described under
Transplantation Semi&etion § Additional Coverage Dathils UnitedHealthcare
determines the transplant to be appropriate according to UnitedHealthcare's transplant
guidelines.

Health services for transplants involving permameetianical or animal organs.

Transplants that are not performed Resignated ProviddiThis exclusion does not
apply to cornea transplants.)

Health servicesonnected with the removal of an organ or tissue from you for purposes
of a transplant to another person. (Donor costs that are directly related to organ removal
are payable for a transplant through the organ recipient's Benefits under the Plan.)

Travel

1

Health services provided in a foreign country, unless required as Emergency Health
Services.

Travel or transportation expenses, even if ordered by a Physicians eeeiified
underTravel and Lod@gngectiory, Clinical Programs and Regaiditemal travel
expenses related to Covered Health Services receive®é&signated Providaeray
be reimbursed at the Plan's discretion. This exclusion does niat apylance
transportation for which Benefits are provided as describeddumnidance Serinces
Section 6Additional Coverage Details

Types of Care
1. Custodial Care as defined in SectioGbésanr maintenance care.
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Domiciliary Care, as defined in SectioGliegsary.

Multi-disciplinary pain management programs provided on an inpatient basis for acute
pain or forexacerbation of chronic pain.

Private Duty Nursing.
Respite care. This exclusion does not apply to respite care that is part of an integrated
hospice care program of\8ees provided to a terminally ill person by a licensed hospice

care agency for which Benefits are provided as describeldaspiee CameSection 6,
Additional Coverage Details

Rest cures.
Services of personal care attendants.

Work hardening (individualized treatment programs designed to return a person to work
or to prepare a person for specific work).

Vision andHearing

1

Implantable lenses used only to correct a refractive error (such as Intacs corneal
implants).

Purchase cost and associated fitting and testing charges for hearing aids, Bone Anchor
Hearing Aid¢BAHA) and all other hearing assistive devices.

Eye exercise or vision therapy
Surgery and other related treatment that is intended to correct nearsightedness,

farsightedness, presbyopia and astigmatism including, but not limited to, procedures
sud as laser and other refractive eye surgery and radial keratotomy.

All Other Exclusions

1

2.

Autopsies and other coroner services and transportation services for a corpse.

Charges for:

Missed appointments.

Room or facility reservations.
Completion of claim forms.
Record processing.

Charges prohibited by federal-&imkback or selfeferral statutes.
Diagnostic tests that are:

- Delivered in other than a Physician's office or health care facility.
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- Seltadministered home diagnostic tests, including but not limited to HIV and
Pregnancy tests.

5. Expenses for health services and supplies:

- That are received as a result of war or any act of war, whether declared or
undeclared, while part of any armed service force of any country. This exclusion
does not apply to Covered Persons who are civilians orjoteérwise affected by
war, any act of war or terrorism in a-n@m zone.

- That are received after the date your coverage under this Plan ends, including health
services for medical conditions which began before the date your coverage under the
Plan end.

- For which you have no legal responsibility to pay, or for which a charge would not
ordinarily be made in the absence of coverage under this Benefit Plan.

- That exceed Eligible Expenses or any specified limitation in this SPD.

6 Inthe event a NoiNetwork provider waives, does not pursue, or fails to collect the
Copayment, Coinsurance, any deductible or other amount owed for a particular health
service, no Benefits are provided for the health service for whidp#ynent,
Coinsurance and/or deductible are waived.

7. Foreign language and sign language services.
8. Long term (more than 30 days) storage of blood, umbilical cordronatbeal.

9. Health services and supplies that do not meet the definition of a Covered Health Service
- see the definition in Section GdgssarZovered Health Services are those health
services includirggrvices, supplies or Pharmaceutical Products, which the Claims
Administrator determines to be all of the following:

- Medically Necessary.

- Described as a Covered Health Service in this SPD under Section 6, Additional
Coverage Details and in Section 5, IRiginlights.

- Not otherwise excluded in this SPD under this Section 8, Exclusions and
Limitations.

10. Health services related to a4@overed Health Service: When a service is not a
Covered Health Service, all mevrelated to that n@overed Health Service are also
excluded. This exclusion does not apply to services the Plan would otherwise determine
to be Covered Health Services if they are to treat complications that arise from the non
Covered Health Service.

For the purpose of this exclusion, a "complication” is an unexpected or unanticipated
condition that is superimposed on an existing disease and that affects or modifies the
prognosis of the original disease or condition. Examples of a "complication" are
bleeding or infections, following a Cosmetic Procedure, that require hospitalization.
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11 Physical, psychiatric or psychological exams, testing, all forms of vaccinations and

immunizations or treatments when:

- Requird solely for purposes of education, sports or camp, travel, career or
employment, insurance, marriage or adoption; or as a result of incarceration.

- Conducted for purposes of medical research. This exclusion does not apply to
Covered Health Services prosidering a Clinical Trial for which Benefits are
provided as described under Clinical Trials in Section 6, Additional Coverage Details.

- Related to judicial or administrative proceedings or orders.

- Required to obtain or maintain a license of any type.
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SECTION-CLAIMS PROCEDURES

What this section includes:
Yy How Network and notNetwork claims work.

Yy~ What to do if your claim éenied, in whole or in part.

Network Benefits

In general, if you receive Covered Health Services from a Network provider,
UnitedHealthcare will pay the Physician or facility directly. If a Network provider bills you
for any Covered Health Service othan your Copay or Coinsurance, please contact the
provider or call UnitedHealthcare at the phone number on your ID card for assistance.

Keep in mind, you are responsible for meeting the Annual Deductible and paying any Copay
or Coinsurance owed to a Netlwprovider at the time of service, or when you receive a bill
from the provider.

NonNetwork Benefits

If you receive a bill for Covered Health Services from-Betarork provideryou (or the
provider if they prefer) must send the bill to UnitedHeegdtimaprocessing. To make sure

the claim is processed promptly and accurately, a completed claim form must be attached
and mailed to UnitedHealthcare at the address on the back of your ID card.

If Your Provider Does Not File Your Claim

You can obtain elaim form by visitinggww.myuhc.com calling the tcfree number on

your ID card or contacting Human Resourég®u do not have a claim form, simply

attach a brief letter of explanation to the bill, and verify that the bill contains the imformatio
listed below. If any of these items are missing from the bill, you can include them in your
letter:

Yy Your name and address.

The patient's name, age and relationship to the Participant.

The number as shown on your ID card.

The name, address and tax ideatibn number of the provider of the service(s).

A diagnosis from the Physician.

The date of service.

SKSSS XY

An itemized bill from the provider that includes:

- The Current Procedural Terminology (CPT) codes.
- A description of, and the charge for, each service.
- Thedate the Sickness or Injury began.
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- A statement indicating either that you are, or you are not, enrolled for coverage
under any other health insurance plan or program. If you are enrolled for other
coverage you must include the name and address of treaoibg(s).

Failure to provide all the information listed above may delay any reimbursement that may be
due you.

For medical claims, the above information should be filed with UnitedHealthcare at the
address on your ID card.

After UnitedHealthcare haopessed your claim, you will receive payment for Benefits that
the Plan allows. It is your responsibility to pay thé&letmork provider the charges you
incurred, including any difference between what you were billed and what the Plan paid.

Payment of Beefits

You may not assign your Benefits under the Plan or any cause of action related to your

Benefits under the Plantoafid®e t wor Kk provi der wi thout United
When you assign your Benefits under the Plan teMatmork provider with

UnitedHealthcare's consent, and theetwork provider submits a claim for payment,

you and the nehletwork provider represent and warrant that the Covered Health Services

were actually provided and were medically appropriate.

When UnitedHealthcare hast nonsented to an assignment, UnitedHealthcare will send the
reimbursement directly to you (the Participant) for you to reimburse-tetwonk

provider upon receipt of their bill. However, UnitedHealthcare reserves the right, in its
discretion, to patye nonNetwork provider directly for services rendered to you. When
exercising its discretion with respect to payment, UnitedHealthcare may consider whether
you have requested that payment of your Benefits be made directly to\ttgvodn

provider. Undr no circumstances will UnitedHealthcare pay Benefits to anyone other than
you or, in its discretion, your provider. Direct payment to-Bletwork provider shall not

be deemed to constitute consent by UnitedHealthcare to an assignment or to waive the
consent requirement. When UnitedHealthcare in its discretion directs payment to a non
Network provider, you remain the sole beneficiary of the payment, andNetvwank

provider does not thereby become a beneficiary. Accordingly, legally required notices
concerning your Benefits will be directed to you, although UnitedHealthcare may in its
discretion send information concerning the Benefits to theetarork provider as well. If
payment to a neNetwork provider is made, the Plan reserves the righs¢b B&nefits to

be paid to the provider by any amounts that the provider owes the Plan (including amounts
owed as a result of the assignment of other
pursuant tdrefund of Overpaymegstion 1@Coordation of Benefits

Form of Payment of Benefits

Payment of Benefits under the Plan shall be in cash or cash equivalents, or in the form of
other consideration that UnitedHealthcare in its discretion determines to be adequate. Where
Benefits are payalligectly to a provider, such adequate consideration includes the
forgiveness in whole or in part of amounts the provider owes to other plans for which
UnitedHealthcare makes payments, where the Plan has taken an assignment of the other
plans' recovery rigghfor value.
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Health Statements

Each month in which UnitedHealthcare processes at least one claim for you or a covered
Dependent, you will receive a Health Statement in the mail. Health Statements make it easy
for you to manage your family's medical byspsoviding claims information in etsy

understand terms.

If you would rather track claims for yourself and your covered Dependents online, you may
do so atvww.myuhc.com You may also elect to discontinue receipt of paper Health
Statements by makitige appropriate selection on this site.

Explanation of Benefits (EOB)

You may request that UnitedHealthcare send you a paper copy of an Explanation of
Benefits (EOB) after processing the claim. The EOB will let you know if there is any portion
of the clainyou need to pay. If any claims are denied in whole or in part, the EOB will
include the reason for the denial or partial payment. If you would like paper copies of the
EOBs, you may call the toke number on your ID card to request them. You can also

view and print all of your EOBs onlinenaitw.myuhc.com See Section 1@lossarfor

the definition of Explanation of Benefits.

Important - Timely Filing of Non -Network Claims

All claim forms for noiNetwork services must be submitted within 12 mofidistze
date of service. Otherwise, the Plan will not pay any Benefits for that Eligible Expense, or
Benefits will be reduced, as determined by UnitedHealtftuarg2month requiremen
does not apply if you are legally incapacitated. If your céd@s telan Inpatient Stay,
the date of service is the date your Inpatient Stay ends.

Claim Denials and Appeals

If Your Claim is Denied

If a claim for Benefits is denied in part or in whole, you may call UnitedHealthcare at the
number on your ID card beforequesting a formal appeal. If UnitedHealthcare cannot
resolve the issue to your satisfaction over the phone, you have the right to file a formal
appeal as described below.

How to Appeal a Denied Claim

If you wish to appeal a denied-peevice requestrf@enefits, postervice claim or a

rescission of coverage as described below, you or your authorized representative must
submit your appeal in writing within 180 days of receiving the adverse benefit determination.
You do not need to submit urgent caggeas in writing. This communication should

include:

Yy The patient's name and ID number as shown on the ID card.

Yy The provider's name.

Yy The date of medical service.

Yy The reason you disagree with the denial.
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Yy Any documentation or other written information to sufpygour request.
You or your authorized representative may send a written request for an appeal to:

UnitedHealthcareAppeals
P.O. Box 30432
Salt Lake City, Utah 8413432

For urgent care requests for Benefits that have been denied, you or youcprovale
UnitedHealthcare at the tke number on your ID card to request an appeal.

Types of claims
The timing of the claims appeal process is based on the type of claim you are agpealing.
If you wish to appeal a claim, it helps to understand wheshaen:
Yy Urgent care request for Benefits.

Yy Preservice request for Benefits.

Yy Postservice claim.

y" Concurrent claim.

Review of an Appeal

UnitedHealthcare will conduct a full and fair review of your appeal. The appeal may be
reviewed by:

Yy An appropriaténdividual(s) who did not make the initial benefit determination.

Yy A health care professional with appropriate expertise who was not consulted during the
initial benefit determination process.

Once the review is complete, if UnitedHealthcare upholds thk e will receive a
written explanation of the reasons and facts relating to the denial.

Filing a Second Appeal

YourPlan offers two levels of appeal. If you are not satisfied with the first level appeal
decision, you have the right to request a déeoel appeal from UnitedHealthcare within
60 days from receipt of the first level appeal determination.

Note: Upon written request and free of charge, any Covered Persons may examine their
claim and/or appeals file(s). Covered Persons may also sutandes\apinions and

comments as part of the internal claims review process. UnitedHealthcare will review all
claims in accordance with the rules established Bystheepartment of Laky Covered

Person will be automatically provided, free of claargesufficiently in advance of the date

on which the notice of final internal adverse benefit determination is required, with: (i) any
new or additional evidence considered, relied upon or generated by the Plan in connection
with the claim; and, (ii) aae®nable opportunity for any Covered Person to respond to such
new evidence or rationale.
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Federal External Review Program

If, after exhausting your internal appeals, you are not satisfied with the determination made
by UnitedHealthcarer if UnitedHealtbarefails to respond to your appeal in accordance

with applicable regulations regarding timing, you may be entitled to request an external
review of UnitedHealthc&aletermination. The process is available at no charge to you.

If one of the above coitbns is met, you may request an external review of adverse benefit
determinations based upon any of the following:

y  Clinical reasons.

Yy The exclusions for Experimental or Investigational Service(s) or Unproven Service(s).
Yy Rescission of coverage (coveragfevihs cancelled or discontinued retroactively).

Yy As otherwise required by applicable law.

You or your representative may request a standard external review by sending a written
request to the address set out in the determination letter. You or yourtedivesgeay

request an expedited external review, in urgent situations as detailed below, by calling the
number on your ID card or by sending a written request to the address set out in the

determination letter. A request must be made within four maeththafdate you received
UnitedHealthcalg decision.

An external review request should include all of the following:

A specific request for an external review.
The Covered Person's name, address, and insurance ID number.
Your designated representatimalme and address, when applicable.

<SS S

The service that was denied.

y" Any new, relevant information that was not provided during the internal appeal.

An external review will be performed by an Independent Review Organization (IRO).
UnitedHealthcare has enter@d agreements with three or more IROs that have agreed to
perform such reviews. There are two types of external reviews available:

y A standard external review.
Yy An expedited external review.

Standard External Review
A standard external review is compridedl of the following:

y A preliminary review by UnitedHealthcare of the request.
y A referral of the request by UnitedHealthcare to the IRO.
y A decision by the IRO.
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Within the applicable timeframe after receipt of the request, UnitedHealthcare will complete
a preliminary review to determine whether the individual for whom the request was
submitted meets all of the following:

Yy Is or was covered under the Plan at the time the health care service or procedure that is
at issue in the request was provided.

Yy Has exhasted the applicable internal appeals process.

Yy Has provided all the information and forms required so that UnitedHealthcare may
process the request.

After UnitedHealthcare completes the preliminary review, UnitedHealthcare will issue a
notification in wrihg to you. If the request is eligible for external review, UnitedHealthcare
will assign an IRO to conduct such review. UnitedHealthcare will assign requests by either
rotating claims assignments among the IROs or by using a random selection process.

The RO will notify you in writing of the request's eligibility and acceptance for external
review. You may submit in writing to the IRO within ten business days following the date of
receipt of the notice additional information that the IRO will considercamguncting the
external review. The IRO is not required to, but may, accept and consider additional
information submitted by you after ten business days.

UnitedHealthcare will provide to the assigned IRO the documents and information
considered in makingnitedHealthcale determination. The documents include:

y All relevant medical records.
Yy~ All other documents relied upon by UnitedHealthcare

y  All other information or evidence that you or your Physician submitted. If there is any
information or evidence you your Physician wish to submit that was not previously
provided, you may include this information with your external review request and
UnitedHealthcare will include it with the documents forwarded to the IRO.

In reaching a decision, the IRO will resigsvclaim as new and not be bound by any
decisions or conclusions reached by UnitedHealthbartRO will provide written notice

of its determination (the "Final External Review Decision") within 45 days after it receives
the request for the externaview (unless they request additional time and you agree). The
IRO will deliver the notice of Final External Review Decision to you and UnitedHealthcare,
and it will include the clinical basis for the determination.

Upon receipt of a Final External Revidseision reversing UnitedHealthcare

determination, the Plan will immediately provide coverage or payment for the benefit claim
at issue in accordance with the terms and conditions of the Plan, and any applicable law
regarding plan remedies. If the FindeEhal Review Decision is that payment or referral

will not be made, the Plan will not be obligated to provide Benefits for the health care
service or procedure.
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Expedited External Review

An expedited external review is similar to a standard exteemal Té@ most significant
difference between the two is that the time periods for completing certain portions of the
review process are much shorter, and in some instances you may file an expedited external
review before completing the internal appealsgsoc

You may make a written or verbal request for an expedited external review if you receive
either of the following:

Yy An adverse benefit determination of a claim or appeal if the adverse benefit
determination involves a medical condition for which tleeftanme for completion of
an expedited internal appeal would seriously jeopardize the life or health of the
individual or would jeopardize the individual's ability to regain maximum function and
you have filed a request for an expedited internal appeal.

y A final appeal decision, if the determination involves a medical condition where the
timeframe for completion of a standard external review would seriously jeopardize the
life or health of the individual or would jeopardize the individual's ability to regain
maximum function, or if the final appeal decision concerns an admission, availability of
care, continued stay, or health care service, procedure or product for which the
individual received emergency services, but has not been discharged from a facility.

Immediately upon receipt of the request, UnitedHealthcare will determine whether the
individual meets both of the following:

y Is or was covered under the Plan at the time the health care service or procedure that is
at issue in the request was provided.

Yy Hasprovided all the information and forms required so that UnitedHealthcare may
process the request.

After UnitedHealthcare completes the review, UnitedHealthcare will immediately send a
notice in writing to you. Upon a determination that a request Ie &igéxpedited

external review, UnitedHealthcare will assign an IRO in the same manner UnitedHealthcare
utilizes to assign standard external reviews to IROs. UnitedHealthcare will provide all
necessary documents and information considered in makiigtise aenefit

determination or final adverse benefit determination to the assigned IRO electronically or by
telephone or facsimile or any other available expeditious method. The IRO, to the extent the
information or documents are available and the IR€)}dews them appropriate, must

consider the same type of information and documents considered in a standard external
review.

In reaching a decision, the IRO will review the claim as new and not be bound by any
decisions or conclusions reached by UnitedidaedtThe IRO will provide notice of the

final external review decision for an expedited external review as expeditiously as the
claimant's medical condition or circumstances require, but in no event more than 72 hours
after the IRO receives the requiéshe initial notice is not in writing, within 48 hours after

the date of providing the initial notice, the assigned IRO will provide written confirmation of
the decision to you and to UnitedHealthcare.
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You may contact UnitedHealthcare at thdre®l umber on your ID card for more
information regarding external review rights, or if making a verbal request for an expedited
external review.

Timing of Appeals Determinations

Separate schedules apply to the timing of claims appeals, depending on th&itype of
There are three types of claims:

y

Urgent care request for Beneféisrequest for Benefits provided in connection with
urgent care services.

PreService request for Benefitsrequest for Benefits which the Plan must approve or
in which you mustotify UnitedHealthcare before rargent care is provided.

y

PostService a claim for reimbursement of the cost of-nagent care that has already
been provided.

y

Please note that the decision is based only on whether or not Benefits are available under t
Plan for the proposed treatment or procedure.

You may have the right to external review througidependent Review Orgafiiz@jon

upon the completion of the internal appeal process. Instructions regarding any such rights,
and how to access thagghts, will be provided in the Claims Administrator's decision letter
to you.

The tables below describe the time frames which you and UnitedHealthcare are required to
follow.

Urgent Care Request for Benefits

Type of Request for Benefits or Appeal Timing

If your request for Benefits is incomplete, UnitedHealthc

must notify you within: 24 hours

48 hoursafter
receiving notice of
additional informatior]

You must then provide completed request for Benefits tg
UnitedHealthcare within:

required
UnitedHealthcare must notify you of the benefit
determination within: 72 hours
180 daysfter

If UnitedHealthcare denies your request for Benefits, yol
must appeal an adverse benefit determination no later th

receiving the advers;
benefit determinatior]

UnitedHealthcare must notify you of the appeal decision
within:

72 hoursafter
receiving the appea
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Urgent Care Request for Benefits

Type of Request for Benefits or Appeal

Timing

“You do not need to submit urgent care appeals in writing. You should call UnitedHeall

soon as possible to appeal an urgent care request fiis Bene

Pre-Service Request for Benefits

Type of Request for Benefits or Appeal Timing
If your request for Benefits is filed improperly, 5 davs
UnitedHealthcare must notify you within: y
If your request for Benefits is incomplete, UnitedHealthc

; e 15 days
mustnotify you within:
You must then provide completed request for Benefits 45 davs
information to UnitedHealthcare within: y
UnitedHealthcare must notify you of the benefit determination:
y if the initial request for Benefits is complete, within: 15days
y after receiving the completed request for Benefits (if

initial request for Benefits is incomplete), within: 15 days
180 daysfter

You must appeal an adverse benefit determination no la
than:

receiving the advers;
benefit determinatior]

UnitedHealthcare must notify you of the first level appea
decision within:

15 daysafter receiving
the first level appeal

You must appeal the first level appeal (file a second leve
appeal) within:

60 daysafter receiving
the first level appeal
decision

UnitedHealthcare must notify you of the second level ap
decision within:

15 daysafter receiving
the second level appe

*UnitedHealthcare may require a-time extension for the initial claim determination, of n
more than 15 days, only if mtinee is needed due to circumstances beyond control of th
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PostService Claims

Type of Claim or Appeal Timing

If.yo'ur. claim is incomplete, UnitedHealthcare must notify 30 days
within:
You must then provide completed claim information to 45 davs
UnitedHealthcare within: y
UnitedHealthcare must notify you of the benefit determination:
y if the initial claim is complete, within: 30 days
y after receiving the completed claim (if the initial claim

incomplete), within: 30 days

180 daysfter

You must appeah adverse benefit determination no late

than: receiving the advers;

benefit determinatior]

UnitedHealthcare must notify you of the first level appea 30 daysafter receiving
decision within: the first level appeal

60 daysafter receiving

You must appeal the fitevel appeal (file a second level the first level appeal

appeal) within:

decision
UnitedHealthcare must notify you of the second level ap| 30 daysafter receiving
decision within: the second level appe
Concurrent CareClaims

If an ongoing course of treatment was previously approved for a specific period of time or
number of treatments, and your request to extend the treatment is an urgent care request for
Benefits as defined above, your request will be decided 4viibur®, provided your

request is made at least 24 hours prior to the end of the approved treatment.
UnitedHealthcare will make a determination on your request for the extended treatment
within 24 hours from receipt of your request.

If your request for eehded treatment is not made at least 24 hours prior to the end of the
approved treatment, the request will be treated as an urgent care request for Benefits and
decided according to the timeframes described above. {jaimg@rourse of treatment

was preiously approved for a specific period of time or number of treatments, and you
request to extend treatment in a-noogent circumstance, your request will be considered a
new request and decided according tegepgice or prgervice timeframes, whicaev

applies.

Limitation of Action

You cannot bring any legal action against Clermont County or the Claims Administrator to
recover reimbursement until 90 days after you have properly submitted a request for
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reimbursement as described in this section aedwtied reviews of your claim have been
completed. If you want to bring a legal action against Clermont County or the Claims
Administrator, you must do so within three years from the expiration of the time period in
which a request for reimbursement rbastubmitted or you lose any rights to bring such

an action against Clermont County or the Claims Administrator.

You cannot bring any legal action against Clermont County or the Claims Administrator for
any other reason unless you first complete atefigeis the appeal process described in

this section. After completing that process, if you want to bring a legal action against
Clermont County or the Claims Administrator you must do so within three years of the date
you are notified of the final deamsan your appeal or you lose any rights to bring such an
action against Clermont County or the Claims Administrator.
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SECTION H@COORDINATION OF BENE (COB)

What this section includes:
Yy How your Benefits under this Plan coordinate with other medical plans.

Yy How coverage is affected if you become eligible for Medicare.

Yy Procedures in the event the Plan overpays Benefits.

Coordinatiorof Benefits (COB) applies to you if you are covered by more than one health
benefits plan, including any one of the following:

Yy Another employer sponsored health benefits plan.
Yy A medical component of a group lgagnm care plan, such as skilled nursimg car

Yy No-fault or traditional "fault" type medical payment benefits or personal injury
protection benefits under an auto insurance policy.

Yy Medical payment benefits under any premises liability or other types of liability coverage.

Yy Medicare or other govenentl realthbenefit.

If coverage is provided under two or more plans, COB determines which plan is primary
and which plan is secondary. The plan considered primary pays its benefits first, without
regard to the possibility that another plan may coverespereses. Any remaining

expenses may be paid under the other plan, which is considered secondary. The secondary
plan may determine its benefits based on the benefits paid by the primary plan. How much
this Plan will reimburse you, if anything, will alsendkin part on the allowable expense.

The term, "allowable expense," is further explained below.

Don't forget to update your Dependents' Medical Coverage Information
Avoid delays on your Dependent claims by updating your Dependent's medical goverage
information. Just log on teww.myuhc.comor call the toffree number on your ID
card to update your COB information. You will need the name of your Dependerft
other medical coverage, along with the policy number.

S

Determining Which Plan is Primary

Order of Benefit Determination Rules

If you are covered by two or more plans, the benefit payment follows the rules below in this
order:

Yy This Plan will always be secondary to medical payment coverage or personal injury
protection coverage under any auto liabilino-fault insurance policy.

Yy When you have coverage under two or more medical plans and only one has COB
provisions, the plan without COB provisions will pay benefits first.

y' A plan that covers a person as an employee pays benefits before a plarsttiegt cover
person as a dependent.
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If you are receiving COBRA continuation coverage under another employer plan, this
Plan will pay Benefits first.

Your dependent children will receive primary coverage from the parent whose birth date
occurs first in a calendgear. If both parents have the same birth date, the plan that

pays benefits first is the one that has been in effect the longest. This birthday rule applies
only if:

The parents are married or living together whether or not they have ever been married
andnot legally separated.

A court decree awards joint custody without specifying that one party has the
responsibility to provide health care coverage.

If two or more plans cover a dependent child of divorced or separated parents and if
there is no court dege stating that one parent is responsible for health care, the child
will be covered under the plan of:

The parent with custody of the child; then

The Spouse of the parent with custody of the child; then
The parent not having custody of the child; then

The Spouse of the parent not having custody of the child.

Plans for active employees pay before plans coveroif daicetired employees.

The plan that has covered the individual claimant the longest will pay first.

Finally, if none of the above rulesedimines which plan is primary or secondary, the
allowable expenses shall be shared equally between the plans meeting the definition of
Plan. In addition, this Plan will not pay more than it would have paid had it been the
primary Plan.

The following exapies illustrate how the Plan determines which plan pays first and which
plan pays second.

Determining Primary and Secondary PlanExamples
1) Let's say you and your Spouse both have family medical coverage through your
respective employers. You are uramellgo to see a Physician. Since you're coverdd as a
Participant under this Plan, and as a Dependent under your Spouse's plan, this Plan will
pay Benefits for the Physician's office visit first.

2) Again, let's say you and your Spouse both have fantghl cwerage through you
respective employers. You take your Dependent child to see a Physician. This Hlan will
look at your birthday and your Spouse's birthday to determine which plan pays fist. If
you were born on June 11 and your Spouse was boay@OM/our Spouse's plan will

pay first.

When This Plan is Secondary

If this Plan is secondarydetermines the amount it will pay for a Covered Health Service
by following the steps below.
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The Plan determines the amount it would have paid basedtovthéle expense.

Yy If this Plan would have paid the same amount or less than the primary plan paid, this
Plan pays no Benefits.

y If this Plan would have paid more than the primary plan paid, the Plan will pay the
difference.

You will be responsible for a@gpay, Coinsuranoe Deductible payments as part of the
COB payment. The maximum combined payment you can receive from all plans may be less
than 100% of the allowable expense.

Determining the Allowable Expense If This Plan is Secondary

What is an allovable expense?
For purposes of COB, an allowable expense is a health care expense that meetg the
definition of a Covered Health Service under this Plan.

When the provider is a Network provider for both the primary plan and this Plan, the
allowable expengethe primary plan's network rate. When the provider is a network

provider for the primary plan and a idgtwork provider for this Plan, the allowable

expense is the primary plan's network rate. When the provider-Nedvmank provider

for the primarplan and a Network provider for this Plan, the allowable expense is the
reasonable and customary charges allowed by the primary plan. When the provider is a non
Network provider for both the primary plan and this Plan, the allowable expense is the
greateof the two Plans' reasonable and customary charges. If this plan is secondary to
Medicare, please also refer to the discussion in the section below, titled "Determining the
Allowable Expense When This Plan is Secondary to Medicare".

When a Covered PersQualifies for Medicare

Determining Which Plan is Primary

As permitted by law, this Plan will pay Benefits second to Medicare when you become
eligible for Medicare, even if you don't elect it. There are, however, Mbdibkre
individuals for whom thddh pays Benefits first and Medicare pays benefits second:

Yy Employees with active current employment status age 65 or older and their Spouses age
65 or older (however, domestic partners are excluded as provided by Medicare).

Yy Individuals with endtage renalisease, for a limited period of time.

y' Disabled individuals under age 65 with current employment status and their Dependents
under age 65.

Determining the Allowable Expense When This Plan is Secondary to Medicare

If this Plan is secondary to MedicareMbdicare approved amount is the allowable

expense, as long as the provider accepts reimbursement directly from Medicare. If the
provider accepts reimbursement directly from Medicare, the Medicare approved amount is
the charge that Medicare has deterntivadt will recognize and which it reports on an
"explanation of Medicare benefits" issued by Medicare (the "EOMB") for a given service.
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Medicare typically reimburses such providers a percentage of its approv@dftdrarge
80%.

If the provider does naiccept assignment of your Medicare benefits, the Medicare limiting
charge (the most a provider can charge you if they don't accept Mégoeaty 115% of

the Medicare approved amount) will be the allowable expense. Medicare payments,
combined with Rn Benefits, will not exceed 100% of the allowable expense.

If you are eligible for, but not enrolled in, Medicare, and this Plan is secondary to Medicare,
or if you have enrolled in Medicare but choose to obtain services from a provider that does
not paticipate in the Medicare program (as opposed to a provider who does not accept
assignment of Medicare benefits), Benefits will be paid on a secondary basis under this Plan
and will be determined as if you timely enrolled in Medicare and obtainedrsendces f
Medicare participating provider.

When calculating the Plan's Benefits in these situations, and when Medicare does not issue
an EOMB, for administrative convenience UnitedHealthcare will treat the provider's billed
charges for covered services aaltbeable expense for both the Plan and Medicare, rather
than the Medicare approved amount or Medicare limiting charge.

Medicare Crossover Program

The Plan offers a Medicare Crossover program for Medicare Part A and Part B and Durable
Medical Equipment (DE) claims. Under this program, you no longer have to file a

separate claim with the Plan to receive secondary benefits for these expenses. Your
Dependent will also have this automated Crossover, as long as he or she is eligible for
Medicare and this Playiour only secondary medical coverage.

Once the Medicare Part A and Part B and DME carriers have reimbursed your health care
provider, the Medicare carrier will electronically submit the necessary information to the
Claims Administrator to process theabe¢ of your claim under the provisions of this Plan.

You can verify that the automated crossover took place when your copy of the explanation
of Medicare benefits (EOMB) states your claim has been forwarded to your secondary
carrier.

This crossover procedoes not apply to expenses under Part A of Medicare (hospital
expenses) and to expenses under Part B (Physician office visits) and DME Medicare
expenses or expenses that Medicare does not cover. Yga anistfile claims for these
expenses.

For infomation about enrollment or if you have questions about the program, call the
telephone number listed on the back of your ID card.

Right to Receive and Release Needed Information

Certain facts about health care coverage and services are needed t@ &pPB thees
and to determine benefits payable under this Plan and other plans. UnitedHealthcare may get
the facts needed from, or give them to, other organizations or persons for the purpose of
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applying these rules and determining benefits payable isBkmtand other plans
covering the person claiming benefits.

UnitedHealthcare does not need to tell, or get the consent of, any person to do this. Each
person claiming benefits under this Plan must give UnitedHealthcare any facts needed to
apply those tas and determine benefits payable. If you do not provide UnitedHealthcare
the information needed to apply these rules and determine the Benefits payable, your claim
for Benefits will be denied.

Overpayment and Underpayment of Benefits

If you are coveredhder more than one medical plan, there is a possibility that the other
plan will pay a benefit that the Plan should have paid. If this occurs, the Plan may pay the
other plan the amount owed.

If the Plan pays you more than it owes under this COB proyioshould pay the excess
back promptly. Otherwise, the Company may recover the amount in the form of salary,
wages, or benefits payable under any Corapangored benefit plans, including this Plan.
The Company also reserves the right to recover apgywent by legal action or offset
payments on future Eligible Expenses.

If the Plan overpays a health care provider, UnitedHealthcare reserves the right to recover
the excess amount from the provider pursudRétond of Overpayrhelue.

Refund of Overpayments

If the Plan pays for Benefits for expenses incurred on account of a Covered Person, that
Covered Person, or any other person or organization that was paid, must make a refund to
the Plan if:

Yy The Plan's obligation to pay Benefits was contiogehé expenses incurred being
legally owed and paid by the Covered Person, but all or some of the expenses were not
paid by the Covered Person or did not legally have to be paid by the Covered Person.

y  All or some of the payment the Plan made exceedgdrtbfits under the Plan.

y" All or some of the payment was made in error.

The amount that must be refunded equals the amount the Plan paid in excess of the amount
that should have been paid under the Plan. If the refund is due from another person or
organiztion, the Covered Person agrees to help the Plan get the refund when requested.

If the refund is due from the Covered Person and the Covered Person does not promptly
refund the full amount owed, the Plan may recover the overpayment by reallocating the
ovepaid amount to pay, in whole or in part, future Benefits for the Covered Person that are
payable under the Plan. If the refund is due from a person or organization other than the
Covered Person, the Plan may recover the overpayment by reallocatinggideaovaunt

to pay, in whole or in part, (i) future Benefits that are payable in connection with services
provided to other Covered Persons under the Plan; or (ii) future Benefits that are payable in
connection with services provided to persons underpddimsrfor which UnitedHealthcare
makes payments, pursuant to a transaction in which the Plan's overpayment recovery rights
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are assigned to such other plans in exchange for such plans' remittance of the amount of the
reallocated payment. The reallocatgohgat amount will equal the amount of the required
refund or, if less than the full amount of the required refund, will be deducted from the
amount of refund owed to the Plan. The Plan may have other rights in addition to the right

to reallocate overpaithaunts and other enumerated rights, including the right to

commence a legal action.
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SECTION *SUBROGATION AND RBUJRSEMENT

The Plan has a right to subrogation and reimbursdneriter ences t o oyoud or
thisSubrogation and Reimbusssti@mishall include you, your estate and your heirs and
beneficiaries unless otherwise stated.

Subrogation applies whée plan has paid Benefits on your behalf for a Sickness or Injury

for which any third party is allegedly responsible. The right to subrogation means that the
Plan is substituted to and shall succeed to any and all legal claims that you may be entitled to
pursue against any third party for the Benefits that the Plan has paid that are related to the
Sickness or Injury for which any third party is considered responsible.

Subrogationd Example

Suppose you are injured in a car accident that is not your daydt) aeceive Benefits
under the Plan to treat your injuries. Under subrogation, the Plan has the right tq take
legal action in your name against the driver who caused the accident and that dijiver's
insurance carrier to recover the cost of those Benefits.

The right to reimbursement means that if it is alleged that any third party caused or is
responsible for a Sickness or Injury for which you receive a settlement, judgment, or other
recovery from any third party, you must use those proceeds to fullipreteiidlan 100%

of any Benefits you receive for that Sickness or pegyight of reimbursement shall

apply to any Benefits received at any time until the rights are extinguished, resolved or
waived in writing.

Reimbursementd Example

Suppose you airgured in a boating accident that is not your fault, and you receiv

Benefits under the Plan as a result of your injuries. In addition, you receive a settlement in
a court proceeding from the individual who caused the accident. You must use the
settlementunds to return to the plan 100% of any Benefits you received to treat Jour
injuries.

The following persons and entities are considered third parties:

y A person or entity alleged to have caused you to suffer a Sickness, Injury or damages, or
who islegally responsible for the Sickness, Injury or damages.

Any insurer or other indemnifier of any person or entity alleged to have caused or who
caused the Sickness, Injury or damages.

y
y The Pl an Sponsor in a wor ker sgliabditp. mpensati o
y

Any person or entity who is or may be obligated to provide Benefits or payments to you,
including Benefits or payments for underinsured or uninsured motorist protection, no
fault or traditional auto insurance, medical payment coverageo(aatoyhers or

otherwise), workers' compensation coverage, other insurance carriers or third party
administrators.
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Yy Any person or entity against whom you may have any claim for professional and/or legal
malpractice arising out of or connected to a Sickniegsrgryou allege or could have
alleged were the responsibility of any third party.

Yy Any person or entity that is liable for payment to you on any equitable or legal liability
theory.

You agree as follows:

Yy You will cooperate with the Plan in protectinggal and equitable rights to
subrogation and reimbursement in a timely manner, including, but not limited to:

- Notifying the Plan, in writing, of any potential legal claim(s) you may have against
any third party for acts which caused Benefits to bergmdamne payable.

- Providing any relevant information requested by the Plan.

- Signing and/or delivering such documents as the Plan or its agents reasonably
request to secure the subrogation and reimbursement claim.

- Responding to requests for information &bay accident or injuries.

- Making court appearances.

- Obtaining the Plands consent or its agent
liability or payment of medical expenses.

- Complying with the terms of this section.

Your failure to cooperate withetRlan is considered a breach of contract. As such, the Plan
has the right to terminate your Benefits, deny future Benefits, take legal action against you,
and/or set off from any future Benefits the value of Benefits the Plan has paid relating to
any Sickess or Injury alleged to have been caused or caused by any third party to the extent
not recovered by the Plan due to you or your representative not cooperating with the Plan.

If the Plan incurs attorneys' fees and costs in order to collect thirdtppantgsefunds

held by you or your representative, the Plan has the right to recover those fees and costs
from you. You will also be required to pay interest on any amounts you hold which should
have been returned to the Plan.

y' The Plan has a first prioriight to receive payment on any claim against any third party
before you receive payment from that third
to payment is superior to any and all claims, debts or liens asserted by any medical
providers, includg but not limited to hospitals or emergency treatment facilities, that
assert a right to payment from funds payable from or recovered from an allegedly
responsible third party and/or insurance carrier.

y The Pl ands subrogat i olgtofulhadd paréalsetttements,e ment r
judgments, or other recoveries paid or payable to you or your representative, your estate,
your heirs and beneficiaries, no matter how those proceeds are captioned or
characterized. Payments include, but are not ltmieszbnomic, neaconomic,
pecuniary, consortium and punitive damages. The Plan is not required to help you to
pursue your claim for damages or personal injuries and no amount of associated costs,
including attorneysdo féssreshalkrybei dboduwcdct
express written consent. Noecadled "Fund Doctrine" or "Common Fund Doctrine" or
"Attorneyds Fund Doctrine"™ shall defeat th
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Regardless of whether you have been fully compensated or made whole, the Plan may
collectfrom you the proceeds of any full or partial recovery that you or your legal
representative obtain, whether in the form of a settlement (either before or after any
determination of liability) or judgment, no matter how those proceeds are captioned or
charaterized. Proceeds from which the Plan may collect include, but are not limited to,
economic, noeconomic, and punitive damages. No "collateral source" rule, any "Made
Whole Doctrine" or "Mak®/hole Doctrine," claim of unjust enrichment, nor any other

equ t abl e |imitation shal.l l'imit the Pl anos

Benefits paid by the Plan may also be considered to be Benefits advanced.

If you receive any payment from any party as a result of Sickness or Injury, and the Plan
alleges sonw all of those funds are due and owed to the Plan, you and/or your
representative shall hold those funds in trust, either in a separate bank account in your
name or in your representative's trust account.

By participating in and accepting Benefits fhr@nfPtan, you agree that (i) any amounts
recovered by you from any third party shall constitute Plan assets to the extent of the
amount of Plan Benefits provided on behalf of the Covered Person, (ii) you and your
representative shall be fiduciaries of tdue (vithin the meaning of ERISA) with

respect to such amounts, and (iii) you shall be liable for and agree to pay any costs and
fees (including reasonable attorney fees) incurred by the Plan to enforce its
reimbursement rights.

The Pl ands rywillgdtbeseduced due & yaurnvoen negligence.

By participating in and accepting Benefits from the Plan, you agree to assign to the Plan
any Benefits, claims or rights of recovery you have under any automobile policy
including nefault Benefits, PIBenefits and/or medical payment Benebther

coverage or against any third party, to the full extent of the Benefits the Plan has paid for
the Sickness or Injury. By agreeing to provide this assignment in exchange for
participating in and accepting®dni t s, you acknowl edge and
to assert, pursue and recover on any such claim, whether or not you choose to pursue
the claim, and you agree to this assignment voluntarily.

The Plan may, at its option, take necessary and appeapidat¢o preserve its rights

under these provisions, including but not limited to, providing or exchanging medical
payment information with an insurer, the
party; filing an ERISA reimbursement lawsuit to ee¢be full amount of medical

Benefits you receive for the Sickness or Injury out of any settlement, judgment or other
recovery from any third party considered responsible and filing suit in your name or your
estateds name, whi cihanydwaetspayyoupartoobanyi gat e t
recovery the Plan might obtain. Any ERISA reimbursement lawsuit stemming from a
refusal to refund Benefits as required under the terms of the Plan is governed by a six
year statute of limitations.

You may not accept arstttement that does not fully reimburse the Plan, without its
written approval.

The Plan has the authority and discretion to resolve all disputes regarding the
interpretation of the language stated herein.
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Yy In the case of your death, giving rise to anygfirbtleath or survival claim, the
provisions of this section apply to your estate, the personal representative of your estate,
and your heirs or beneficiaries. Il n the ca
reimbursement and right of subrogation shall d@@pbtlaim can be brought on behalf
of you or your estate that can include a claim for past medical expenses or damages. The
obligation to reimburse the Plan is not extinguished by a release of claims or settlement
agreement of any kind.

Yy No allocation oflamages, settlement funds or any other recovery, by you, your estate,
the personal representative of your estate, your heirs, your beneficiaries or any other
person or party, shall be valid if it does not reimburse the Plan for 100% of its interest
unlesghe Plan provides written consent to the allocation.

Yy The provisions of this section apply to the parents, guardian, or other representative of a
Dependent child who incurs a Sickness or Injury caused by any third party. If a parent or
guardian may bringckim for damages arising out of a minor's Sickness or Injury, the
terms of this subrogation and reimbursement clause shall apply to that claim.

y If any third party causes or is alleged to have caused you to suffer a Sickness or Injury
while you are coveredder this Plan, the provisions of this section continue to apply,
even after you are no longer covered.

Yy In the event that you do not abide by the terms of the Plan pertaining to reimbursement,
the Plan may terminate Benefits to you, your dependergspartibipant, deny future
Benefits, take legal action against you, and/or set off from any future Benefits the value
of Benefits the Plan has paid relating to any Sickness or Injury alleged to have been
caused or caused by any third party to the extengicowered by the Plan due to your
failure to abide by the terms of the Plan. If the Plan incurs attorneys' fees and costs in
order to collect third party settlement funds held by you or your representative, the Plan
has the right to recover those feesasts from you. You will also be required to pay
interest on any amounts you hold which should have been returned to the Plan.

y The Plan and all Administrators administer
subrogation and reimbursement rights bawle powers and duties as are necessary to
discharge its duties and functions, including the exercise of its discretionary authority to
(1) construe and enforce the terms of the
and (2) make determinations wéspect to the subrogation amounts and
reimbursements owed to the Plan.

Right of Recovery

The Plan also has the right to recover Benefits it has paid on you or your Dependent's behalf
that were:

Yy Made in error.

Due to a mistake in fact.

Advanced during thente period of meeting the calendar year Deductible.

<SS S

Advanced during the time period of meeting theoBBbcket Maximum for the
calendar year.
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Benefits paid because you or your Dependent misrepresented facts are also subject to
recovery.

If the Plan proves a Benefit for you or your Dependent that exceeds the amount that
should have been paid, the Plan will:

Y Require that the overpayment be returned when requested.

Y Reduce a future Benefit payment for you or your Dependent by the amount of the
overpayment.

If the Plan provides an advancement of Benefits to you or your Dependent during the time
period of meeting the Deductible and/or meeting theo®Bbcket Maximum for the

calendar year, the Plan will send you or your Dependent a monthly statemengitientifyi
amount you owe with payment instructions. The Plan has the right to recover Benefits it has

advanced by:
Yy Submitting a reminder letter to you or a covered Dependent that details any outstanding
balance owed to the Plan.

Yy~ Conducting courtesy calls tiuyor a covered Dependent to discuss any outstanding
balance owed to the Plan.
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SECTION 2VHEN COVERAGE ENDS

What this section includes:
y  Circumstances that cause coverage to end.

Yy~ How to continue coverage after it ends.

Your entittement to Benefits automatically ends on the date that coverage ends, even if you
are hospitalized or are otherwise receiving medical freantieat date.

When your coverage ends, Clermont County will still pay claims for Covered Health Services
that you received before your coverage ended. However, once your coverage ends, Benefits
are not provided for health services that you receiveaféeage ended, even if the

underlying medical condition occurred before your coverage ended.

Your coverage under the Plan will end on the earliest of:

Thelast day of the mongfour employment with the Company ends.
The date the Plan ends.

Thelast dg of the monttyou stop making the required contributions.
Thelast day of the mongou are no longer eligible.

Thelast day of the monthinitedHealthcare receives written notice from Clermont
County to end your coverage, or the date requestedatitee if later.

<SS

Thelast day of the montfou retire or are pensioned under the Plan, unless specific
coverage is available for retired or pensioned persons and you are eligible for that
coverage.

Coverage for your eligible Dependents will end aratliest of:

Yy The date your coverage ends.
Yy Thelast day of the mongfou stop making the required contributions.

Yy Thelast day of the montbnitedHealthcare receives written notice from Clermont
County to end your coverage, or the date requested atitieg if later.

Yy Thelast day of the mongour Dependents no longer qualify as Dependents under this
Plan.

Other Events Ending Your Coverage

The Plan will provide at least thirty days' prior written notice to you that your coverage will
end on the datelentified in the notice if you commit an act, practice, or omission that
constituted fraud, or an intentional misrepresentation of a material fact including, but not
limited to, knowingly providing incorrect information relating to another persdlisyeligi

or status as a Dependent. You may appeal this decision durirgethe@ire period. The
notice will contain information on how to pursue your appeal.
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Note: If UnitedHealthcare and Clermont County find that you have performed an act,
practice, oomission that constitutes fraud, or have made an intentional misrepresentation
of material fact, Clermont County has the right to demand that you pay back all Benefits
Clermont County paid to you, or paid in your name, during the time you were incorrectly
covered under the Plan.

Coverage for a Disabled Dependent Child

Coverage for an unmarried enrolled Dependent child who is disabled will not end just
because the child has reached a certain age. The Plan will extend the coverage for that child
beyond theimiting age if both of the following are true regarding the enrolled Dependent
child:

y Is not able to be sedtipporting because of mental or physical handicap or disability.

Yy Depends mainly on you for support.

Coverage will continue as long as the enfdipdndent is medically certified as disabled
and dependent unless coverage is otherwise terminated in accordance with the terms of the
Plan.

The Plan will ask you to furnish proof of the medical certification of disability within 31 days

of the date covege would otherwise have ended because the child reached a certain age.
Before the Plan agrees to this extension of coverage for the child, the Plan may require that a
Physician chosen by the Plan examine the child. The Plan will pay for that examination.

The Plan may continue to ask you for proof that the child continues to be disabled and
dependent. Such proof might include medical examinations at the Plan's expense. However,
the Plan will not ask for this information more than once a year.

If you do not povide proof of the child's disability and dependency within 31 days of the
Plan's request as described above, coverage for that child will end.

Continuing Coverage Through COBRA

If you lose your Plan coverage, you may have the right to extend it u@desthidated
Omnibus Budget Reconciliation Act of 1985 &s@Bl&) in Section Glossary

Continuation coverage und&®dBRAIs available only to Plans that are subject to the terms
of COBRA You can contact your Plan Administrator to deterim@iermont County is
subject to the provisions GOBRA

Continuation Coverage under Federal Law (COBRA)

Much of the language in this section comes from the federal law that governs continuation
coverage. You should call your Plan Administrator if youestions about your right to
continue coverage.

In order to be eligible for continuation coverage under federal law, you must meet the
definition of a "Qualified Beneficiary". A Qualified Beneficiary is any of the following
persons who were covered urtlerPlan on the day before a qualifying event:
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Yy A Participant.

Yy A Participant's enrolled Dependent, including with respect to the Participant's children, a
child born to or placed for adoption with the Participant during a period of continuation
coverage uter federal law.

Yy A Participant's former Spouse.

Qualitying Events for Continuation Coverage under COBRA

The following table outlines situations in which you may elect to continue coverage under
COBRA for yourself and your Dependents, and the maximumdéntigta you can
receive continued coverage. These situations are considered qualifying events.

If Coverage Ends Because of You May Elect COBRA:
the Following Qualifying For Your
Events: For Yourself | For Your Spouse Child(ren)
Your work hours aneduced 18 months 18 months 18 months

Your employment terminates fo
any reason (other than gross 18 months 18 months 18 months
misconduct)

You or your family member
become eligible for Social Secu

disability benefits at any time 29 months 29 months 29 months
within the firs660 days of losing

coverage

You die N/A 36 months 36 months
You divorce (or legally separate N/A 36 months 36 months

Your child is no longer an eligib
family member (e.g., reaches th N/A N/A 36months
maximum age limit)

You become entitled to Medical N/A See table below Ssglé"jvble
Clermont County files for
bankruptcy under Title 11, Unite 36 months 36 month$ | 36 month3

States Code.
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1Subject to the following conditions: (i) notice of the disabilityompsdvided within the latest of

60 days after a). the determination of the disability, b). the date of the qualifying event, c). the date
the Qualified Beneficiary would lose coverage under the Plan, and in no event later than the end of
the first 18 maths; (ii) the Qualified Beneficiary must agree to pay any increase in the required
premium for the additional 11 months over the original 18 months; and (iii) if the Qualified
Beneficiary entitled to the 11 months of coverage hakisadnbed family memisewvho are also

Qualified Beneficiaries, then those-dizabled Qualified Beneficiaries are also entitled to the
additional 11 months of continuation coverage. Notice of any final determination that the Qualified
Beneficiary is no longer disabled mustdéged within 30 days of such determination. Thereafter,
continuation coverage may be terminated on the first day of the month that begins more than 30
days after the date of that determination.

2This is a qualifying event for any retired Participamisod her enrolled Dependents if there is a
substantial elimination of coverage within one year before or after the date the bankruptcy was filed.

3From the date of the Participant's death if the Participant dies during the continuation coverage.

How Your Medlicare Eligibility Affects Dependent COBRA Coverage

The table below outlines how your Dependents’ COBRA coverage is impacted if you
become entitled to Medicare.

You May Elect
If Dependent Coverage Ends When: COBRA Dependent
Coverage For Up To:

Youbecome entitled to Medicare and don't experience &

additional qualifying events 18 months
You become entitled to Medicare, after which you exper
a second qualifying event* before the inittahd@h period 36 months

expires

You experiencequalifying event*, after which you becom
entitled to Medicare before the initiahddhth period
expires; and, if absent this initial qualifying event, your 36 months
Medicare entitlement would have resulted in loss of
Dependent coverage under the Plan

* Your work hours are reduced or your employment is terminated for reasons other than gross
misconduct.

Getting Started

You will be notified by mail if you become eligible for COBRA coverage as a result of a
reduction in work hours or termination of empleymThe notification will give you
instructions for electing COBRA coverage, and advise you of the monthly cost. Your
monthly cost is the full cost, including both Participant and Employer costs, plus a 2%
administrative fee or other cost as permittéaviny

You will have up to 60 days from the date you receive notification or 60 days from the date
your coverage ends to elect COBRA coverage, whichever is later. You will then have an
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additional 45 days to pay the cost of your COBRA coverage, retroftotikate your
Plan coverage ended.

During the 6@lay election period, the Plan will, only in response to a request from a
provider, inform that provider of your right to elect COBRA coverage, retroactive to the
date your COBRA eligibility began.

While youare a participant in the medical Plan under COBRA, you have the right to change
your coverage election:

y" During Open Enrollment.

Yy Following a change in family status, as described under Changing Your Coverage in
Section 2, Introduction.

Notification Require ments

If your covered Dependents lose coverage due to divorce, legal separation, or loss of
Dependent status, you or your Dependents must notify the Plan Administrator within 60
days of the latest of:

Yy The date of the divorce, legal separation or an dribelendent's loss of eligibility as
an enrolled Dependent.

Yy The date your enrolled Dependent would lose coverage under the Plan.

Yy The date on which you or your enrolled Dependent are informed of your obligation to
provide notice and the procedures for pliagi such notice.

You or your Dependents must also notify the Plan Administrator when a qualifying event
occurs that will extend continuation coverage.

If you or your Dependents fail to notify the Plan Administrator of these events within the 60
dayperiod, the Plan Administrator is not obligated to provide continued coverage to the
affected Qualified Beneficiary. If you are continuing coverage under federal law, you must
notify the Plan Administrator within 60 days of the birth or adoption of.a child

Once you have notified the Plan Administrator, you will then be notified by mail of your
election rights under COBRA.

Notification Requirements for Disability Determination

If you extend your COBRA coverage beyond 18 months because you are eligible for
disability benefits from Social Security, you must provide Human Resgibhimetsce of

the Social Security Administration's determination within 60 days after you receive that
determination, and before the end of your initteddi@&h continuation per.

The notice requirements will be satisfied by providing written notice to the Plan
Administrator at the address stated in Sectidmpsttant Administrative Information. ERISA
The contents of the notice must be such that the Plan Administrateitascdtiermine the
covered Employee and qualified beneficiary(ies), the qualifying event or disability, and the
date on which the qualifying event occurred.
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Trade Act of 2002

The Trade Act of 2002 amended COBRA to provide for a special sedagd>3&IBRA

election period for certain Participants who have experienced a termination or reduction of
hours and who lose group health plan coverage as a result. The special second COBRA
election period is available only to a very limited group of individual#lygémesa who

are receiving trade adjustment assistance (TAA) or 'alternative trade adjustment assistance'
under a federal law called the Trade Act of 1974. These Participants are entitled to a second
opportunity to elect COBRA coverage for themselveseatadh family members (if they

did not already elect COBRA coverage), but only within a limited period of 60 days from the
first day of the month when an individual begins receiving TAA (or would be eligible to
receive TAA but for the requirement thagdmaployment benefits be exhausted) and only

during the six months immediately after their group health plan coverage ended.

If a Participant qualifies or may qualify for assistance under the Trade Act of 1974, he or she
should contact the Plan Administrdtoradditional information. The Participant must

contact the Plan Administrator promptly after qualifying for assistance under the Trade Act
of 1974 or the Participant will lose his or her special COBRA rights. COBRA coverage
elected during the speciam®l election period is not retroactive to the date that Plan
coverage was lost, but begins on the first day of the special second election period.

When COBRA Ends

COBRA coverage will end before the maximum continuation period, on the earliest of the

following dates:

Yy The date, after electing continuation coverage, that coverage is first obtained under any
other group health plan.

The date, after electing continuation coverage, that you or your covered Dependent first
becomes entitled to Medicare.

The date @average ends for failure to make the first required premium payment
(premium is not paid within 45 days).

The date coverage ends for failure to make any other monthly premium payment
(premium is not paid within 30 days of its due date).

The date the entifelan ends.

<SS <N XX

The date coverage would otherwise terminate under the Plan as described in the
beginning of this section.

Note: If you selected continuation coverage under a prior plan which was then replaced by
coverage under this Plan, continuation covesifiggnd as scheduled under the prior plan
or in accordance with the terminating events listed in this section, whichever is earlier.

Uniformed Services Employment and Reemployment Rights Act

A Patrticipant who is absent from employment for more than 86ydegason of service in
the Uniformed Services may elect to continue Plan coverage for the Participant and the
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Participant's Dependents in accordance with the Uniformed Services Employment and
Reemployment Rights Act of 1994, as amended (USERRA).

The tems "Uniformed Services" or "Military Service" mean the Armed Forces, the Army
National Guard and the Air National Guard when engaged in active duty for training,

inactive duty training, or ftiline National Guard duty, the commissioned corps of the
PublicHealth Service, and any other category of persons designated by the President in time
of war or national emergency.

If qualified to continue coverage pursuant to the USERRA, Participants may elect to
continue coverage under the Plan by notifying thé\hamistrator in advance, and

providing payment of any required contribution for the health coverage. This may include
the amount the Plan Administrator normally pays on a Participant's behalf. If a Participant's
Military Service is for a period of tinsslthan 31 days, the Participant may not be required

to pay more than the regular contribution amount, if any, for continuation of health
coverage.

A Participant may continue Plan coverage under USERRA for up to the lesser of:

Yy The 24 month period beginniog the date of the Participant's absence from work.

Yy The day after the date on which the Participant fails to apply for, or return to, a position
of employment.

Regardless of whether a Participant continues health coverage, if the Participant returns to a
position of employment, the Participant's health coverage and that of the Participant's
eligible Dependents will be reinstated under the Plan. No exclusions or waiting period may
be imposed on a Participant or the Participant's eligible Dependentsatiocowita this
reinstatement, unless a Sickness or Injury is determined by the Secretary of Veterans Affairs
to have been incurred in, or aggravated during, the performance of military service.

You should call the Plan Administrator if you have queabonsyour rights to continue
health coverage under USERRA.
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SECTION 3DTHER IMPORTANT IRMATION

What this section incluces:
y' Courtordered Benefits for Dependent children.

Your relationship with UnitedHealthcare and Clermont County.
Relationships with providers.

Interpretation of Benefits.

Information and records.

Incentives to providers and you.

The future of the Plan.

S Y

How to access the official Plan documents.

Qualified Medical Child Support Orders (QMCSOSs)

A qualified medical child support order (QMCSO) is a judgment, decree or order issued by a
court or appropriate state agency that requires a child to be coverecébemelits.
Generally, a QMCSO is issued as part of a paternity, divorce, or other child support
settlement.

If the Plan receives a medical child support order for your child that instructs the Plan to
cover the child, the Plan Administrator will reitiésvdetermine if it meets the

requirements for a QMCSO. If it determines that it does, your child will be enrolled in the
Plan as your Dependent, and the Plan will be required to pay Benefits as directed by the
order.

You may obtain, without chargepay of the procedures governing QMCSOs from the
Plan Administrator.

Note: A National Medical Support Notice will be recognized as a QMCSO if it meets the
requirements of a QMCSO.

Your Relationship with UnitedHealthcare and Clermont County

In order to makehoices about your health care coverage and treatment, Clermont County
believes that it is important for you to understand how UnitedHealthcare interacts with the
Plan Sponsor's benefit Plan and how it may affect you. UnitedHealthcare helps administer
thePlan Sponsor's benefit plan in which you are enrolled. UnitedHealthcare does not
provide medical services or make treatment decisions. This means:

Yy UnitedHealthcare communicates to you decisions about whether the Plan will cover or
pay for the health caleat you may receive. The Plan pays for Covered Health Services,
which are more fully described in this SPD.

Yy The Plan may not pay for all treatments you or your Physician may believe are necessary.

If the Plan does not pay, you will be responsible fopgte
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Clermont County and UnitedHealthcare may use individually identifiable information about
you to identify for you (and you alone) procedures, products or services that you may find
valuable. Clermont County and UnitedHealthcare will use indivitiundifiable

information about you as permitted or required by law, including in operations and in
research. Clermont County and UnitedHealthcare will-ithntiBed data for commercial
purposes including research.

Relationship with Providers

The relatioships between Clermont County, UnitedHealthoar&letwork providers are

solely contractual relationships between independent contractors. Network providers are not
Clermont County's agents or employees, nor are they agents or employees of
UnitedHealthare Clermont County and any of its employees are not agents or employees

of Network providers, nor are UnitedHealtheauek any of its employees agents or

employees of Network providers.

Clermont County and UnitedHealthadwenot provide health carergices or supplies, nor

do they practice medicine. Instead, Clermont County and UnitedHeatthoge=for

health care providers to participate in a Network and administer payment of Benefits.
Network providers are independent practitioners who nurotie offices and facilities.
UnitedHealthcaretsedentialing process confirms public information about the providers'
licenses and other credentials, but does not assure the quality of the services provided. They
are not Clermont County's employeesan®they employees of UnitedHealthcare

Clermont County and UnitedHealthadwenot have any other relationship with Network
providers such as princhagent or joint venture. Clermont County and UnitedHealthcare

are not liable for any act or omissibany provider.

UnitedHealthcarns not considered to be an employer of the Plan Administrator for any
purpose with respect to the administration or provision of benefits under this Plan.

Clermont County is solely responsible for:

Yy Enrollment and classi&tion changes (including classification changes resulting in your
enrollment or the termination of your coverage).

Yy The timely payment of the service fee to UnitedHealthcare.

Yy The funding of Benefits on a timely basis.

Yy Notifying you of the termination orodlifications to the Plan.

Your Relationship with Providers
The relationship between you and any provider is that of provider and patient.

Yy You are responsible for choosing your own provider.

Yy You are responsible for paying, directly to your provider, angtademtified as a
member responsibility, including Copayments, Coinsurance, any deductible and any
amount that exceeds Eligible Expenses.
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You are responsible for paying, directly to your provider, the cost of @gveced
Health Service.

y

Y You must dede if any provider treating you is right for you. This includes Network
providers you choose and providers to whom you have been referred.

Yy Must decide with your provider what care you should receive.

Yy~ Your provider is solely responsible for the qualityecdervices provided to you.

The relationship between you and Clermont County is that of employer and employee,
Dependent or other classification as defined in the SPD.

Interpretation of Benefits

Clermont County and UnitedHealthcare have the soéxendive discretion to:

Yy Interpret Benefits under the Plan.

Yy Interpret the other terms, conditions, limitations and exclusions of the Plan, including
this SPD and any Summary of Material Modifications and/or Amendments.

Yy Make factual determinations relatethé Plan and its Benefits.

Clermont County and UnitedHealthcare may delegate this discretionary authority to other
persons or entities that provide services in regard to the administration of the Plan.

In certain circumstances, for purposes of ovestlsawvings or efficiency, Clermont County

may, in its discretion, offer Benefits for services that would otherwise not be Covered Health
Services. The fact that Clermont County does so in any particular case shall not in any way
be deemed to require Clemh@ounty to do so in other similar cases.

Review and Determine Benefits in Accordance with UnitedHealthcare
Reimbursement Policies

UnitedHealthcare develops its reimbursement policy guidelines, in its sole discretion, in
accordance with one or more of filléowing methodologies:

Yy As indicated in the most recent edition of the Current Procedural Terminology (CPT), a
publication of the American Medical Association, and/&@¢heers for Medicare and
Medicaid Services (CMS)

As reported by generally recogdiprofessionals or publications.

<

Yy As used for Medicare.

Yy As determined by medical staff and outside medical consultants pursuant to other
appropriate sources or determinations that UnitedHealthcare accepts.

Following evaluation and validation of certaivigeeo billings (e.g., error, abuse and fraud
reviews), UnitedHealthcare's reimbursement policies are applied to provider billings.
UnitedHealthcare shares it's reimbursement policies with Physicians and other providers in
UnitedHealthcare's Network throughitedHealthcare's provider website. Network
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Physicians and providers may not bill you for the difference between their contract rate (as
may be modified by UnitedHealthcare's reimbursement policies) and the billed charge.
However, nofNetwork providersra not subject to this prohibition, and may bill you for

any amounts the Plan does not pay, including amounts that are denied because one of
UnitedHealthcare's reimbursement policies does not reimburse (in whole or in part) for the
service billed. You maftain copies of UnitedHealthcare's reimbursement policies for
yourself or to share with your Aietwork Physician or provider by going to
www.myuhc.comor by calling the telephone number on your ID card.

Information and Records

Clermont County and Unitddalthcare may use your individually identifiable health

information to administer the Plan and pay claims, to identify procedures, products, or
services that you may find valuable, and as otherwise permitted or required by law. Clermont
County and Unitedétlthcare may request additional information from you to decide your
claim for Benefits. Clermont County and UnitedHealthcare will keep this information
confidential. Clermont County and UnitedHealthcare may also useiglentifiled data

for commercigburposes, including research, as permitted by law.

By accepting Benefits under the Plan, you authorize and direct any person or institution that
has provided services to you to furnish Clermont County and UnitedHealthcare with all
information or copies @écords relating to the services provided to you. Clermont County

and UnitedHealthcare have the right to request this information at any reasonable time. This
applies to all Covered Persons, including enrolled Dependents whether or not they have
signed théarticipant's enrollment form. Clermont County and UnitedHealthcare agree that
such information and records will be considered confidential.

Clermont County and UnitedHealthcare have the right to release any and all records
concerning health care servigbikh are necessary to implement and administer the terms

of the Plan, for appropriate medical review or quality assessment, or as Clermont County is
required to do by law or regulation. During and after the term of the Plan, Clermont County
and UnitedHdthcare and its related entities may use and transfer the information gathered
under the Plan in a-identified format for commercial purposes, including research and
analytic purposes.

For complete listings of your medical records or billing staterfegnter@ County
recommends that you contact your health care provider. Providers may charge you
reasonable fees to cover their costs for providing records or completing requested forms.

If you request medical forms or records from UnitedHealthcare, theyaglsharge you
reasonable fees to cover costs for completing the forms or providing the records.

In some cases, as permitted by law, Clermont County and UnitedHealthcare will designate
other persons or entities to request records or information frefatedrto you, and to

release those records as necessary. UnitedHealthcare's designees have the same rights to this
information as does the Plan Administrator.
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Incentives to Providers

Network providers may be provided financial incentives by UnitedHeadthmamote
the delivery of health care in a cost efficient and effective manner. These financial incentives
are not intended to affect your access to health care.

Examples of financial incentives for Network providers are:

Yy Bonuses for performance basadactors that may include quality, member satisfaction,
and/or costeffectiveness.

Yy A practice called capitation which is when a group of Network providers receives a
monthly payment from UnitedHealthcare for each Covered Person who selects a
Network provder within the group to perform or coordinate certain health services. The
Network providers receive this monthly payment regardless of whether the cost of
providing or arranging to provide the Covered Person's health care is less than or more
than the pament.

If you have any questions regarding financial incentives you may contact the telephone
number on your ID card. You can ask whether your Network provider is paid by any
financial incentive, including those listed above; however, the specifictterrogrifact,
including rates of payment, are confidential and cannot be disclosed. In addition, you may
choose to discuss these financial incentives with your Network provider.

Incentives to You

Sometimes you may be offered coupons or other incentvestoage you to participate

in various wellness programs or certain disease management programs. The decision about
whether or not to participate is yours alone but Clermont County recommends that you
discuss participating in such programs with youicRIimyS hese incentives are not Benefits

and do not alter or affect your Benefits. You may call the number on your ID card if you
have any questions. Additional information may be found in SeCliioic@| Programs and
Resources

Rebates and Other Payrtse

Clermont County and UnitedHealthcare may receive rebates for certain drugs that are
administered to you in a Physician's office, or at a Hospital or Alternate Facility. This
includes rebates for those drugs that are administered to you before yourrAeeual
Deductible. Clermont County and UnitedHealthcare do not pass these rebates on to you,
nor are they applied to your Annual Deductible or taken into account in determining your
Copays or Coinsurance.

Workers' Compensation Not Affected

Benefits povided under the Plan do not substitute for and do not affect any requirements
for coverage by workers' compensation insurance.
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Future of the Plan

Although the Company expects to continue the Plan indefinitely, it reserves the right to
discontinue, alter onodify the Plan in whole or in part, at any time and for any reason, at
its sole determination.

The Company's decision to terminate or amend a Plan may be due to changes in federal or
state laws governing employee benefits, the requirements of théReteenue Code

any other reason. A plan change may transfer plan assets and debts to another plan or split a
plan into two or more parts. If the Company does change or terminate a plan, it may decide
to set up a different plan providing similar deht benefits.

If this Plan is terminated, Covered Persons will not have the right to any other Benefits from
the Plan, other than for those claims incurred prior to the date of termination, or as
otherwise provided under the Plan. In addition, if Hrei®amended, Covered Persons

may be subject to altered coverage and Benefits.

The amount and form of any final benefit you receive will depend on any Plan document or
contract provisions affecting the Plan and Company decisions. After all Bene@tnhave b

paid and other requirements of the law have been met, certain remaining Plan assets will be
turned over to the Company and others as may be required by any applicable law.

Plan Document

This Summary Plan Description (SPD) represents an overviewBdnfits. In the event

there is a discrepancy between the SPD and the official plan document, the plan document
will govern. A copy of the plan document is available for your inspection during regular
business hours in the office of the Plan Administtaber (or your personal representative)
may obtain a copy of this document by written request to the Plan Administrator, for a
nominal charge.

Medicare Eligibility

Benefits under the Plan are not intended to supplement any coverage provided by Medicare.
Nevertheless, in some circumstances Covered Persons who are eligible for or enrolled in
Medicare may also be enrolled under the Plan.

If you are eligible for or enrolled in Medicare, please read the following information
carefully.

If you are eligible for Me&are on a primary basis (Medicare pays before Benefits under the
Plan), you should enroll in and maintain coverage under both Medicare Part A atid Part B
you don't enroll and maintain that coverage, and if the Plan is the secondary payer as
describd in Section 1@oordination of Bertb&t®lan will pay Benefits under the Plan as if
you were covered under both Medicare Part A and.PesteBresult, you will be

responsible for the costs that Medicare would have paid and you will inaquoat-tzfrge

pocket cost.

If you are enrolled in a Medicare Advantage (Medicare Part C) plan on a primary basis
(Medicare pays before Benefits under the Plan), you should follow all rules of that plan that
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require you to seek services from that plan's patitigiproviders. When the Plan is the
secondary payer, the Plan will pay any Benefits available to you under the Plan as if you had
followed all rules of the Medicare Advantage plan. You will be responsible for any additional
costs or reduced Benefits thestult from your failure to follow these rules, and you will

incur a larger owgf-pocket cost.
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SECTION HM5LOSSARY

What this section includes:
Yy~ Definitions of terms used throughout this SPD.

Many of the terms used throughout this SPD may be unfamiliar to you or have a specific
meaning with regard to the way the Plan is administered and how Benefits are paid. This
sectim defines terms used throughout this SPD, but it does not describe the Benefits
provided by the Plan.

Addendum - any attached written description of additional or revised provisions to the
Plan. The benefits and exclusions of this SPD and any amendments thereto shall apply to
the Addendum except that in the case of any conflict between the Addendum and SPD
and/or Amendments to the SPD, the Addendum shall be controlling.

Alternate Facility - a health care facility that is not a Hospital and that provides one or
more of the following services on an outpatient basis, as permitted by law:

Yy~ Surgical services.
Yy Emergency Héth Services.

Y Rehabilitative, laboratory, diagnostic or therapeutic services.

An Alternate Facility may also prowtkntal Healttservices dBubstanc®elated and
Addictive DisorderServices on an outpatient basis or inpatient basis (for example a
Resiéntial Treatment facility).

Amendment- any attached written description of additional or alternative provisions to the
Plan. Amendments are effective only when distributed by the Plan Sponsor or the Plan
Administrator. Amendments are subject to all gongljtlimitations and exclusions of the

Plan, except for those that the amendment is specifically changing.

Annual Deductible (or Deductible)- the amount you must pay for Covered Health
Services in a calendar year before the Plan will begin payingiBehafitalendar year.
The Deductible is shown in the first table in SectiBlas Highlights

Autism Spectrum Disorder- a condition marked by enduring problems communicating
and interacting with others, along with restricted and repetitaxedoginterests or
activities.

Benefits - Plan payments for Covered Health Services, subject to the terms and conditions
of the Plan and any Addendums and/or Amendments.

Cancer Resource Services (CRS3 program administered by UnitedHealthcare or its
affiliates made available to you by Clermont County. The CRS program provides:

Yy Specialized consulting services, on a limited basis, to Participants and enrolled
Dependents with cancer.
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Yy~ Access to cancer centers with expertise in treating the most ranelex cancers.

Yy Education to help patients understand their cancer and make informed decisions about
their care and course of treatment.

CHD - see Congenital Heart Disease (CHD).

Claims Administrator - UnitedHealthcare (also known as United HealthCaré$ and i
affiliates, who provide certain claim administration services for the Plan.

Clinical Trial - a scientific study designed to identify new health services that improve
health outcomes. In a Clinical Trial, two or more treatments are compared to eactt other
the patient is not allowed to choose which treatment will be received.

COBRA - see Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA).

Coinsurance- the charge, stated as a percentage of Eligible Expenses, that you are required
to pay for certain Covered Health Services as described in SEctoith@, Plan Works

Company- Clermont County.

Congenital Anomaly- a physical developmental defeat th present at birth and is
identified within the first twelve months of birth.

Congenital Heart Disease (CHD)- any structural heart problem or abnormality that has
been present since birth. Congenital heart defects may:

Yy Be passed from a parent to d&dcinherited).

Yy Develop in the fetus of a woman who has an infection or is exposed to radiation or
other toxic substances during her Pregnancy.

Yy~ Have no known cause.

Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRAR federal law
that require employers to offer continued health insurance coverage to certain employees
and their dependents whose group health insurance has been terminated.

Copayment (or Copay)} the charge, stated as a set dollar amount, that you are required to
pay for certai€overed Health Services as described in Sedtiow &e Plan Works

Please note that for Covered Health Services, you are responsible for paying the lesser of the
following:

y' The applicable Copayment.
y' The Eligible Expense.

Cosmetic Procedures procedues or services that change or improve appearance without
significantly improving physiological function, as determined by the Claims Administrator.
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Cost-Effective - the least expensive equipment that performs the necessary function. This
term applies to Orable Medical Equipment and prosthetic devices.

Covered Health Servicesthose health services, including services, supplies or
Pharmaceutical Products, which the Claims Administrator determines to be:

Yy Medically Necessary.

Yy Described as a Covered Heaéthvige in this SPD under Section 5, Plan Highlights and
6, Additional Coverage Details

Yy Provided to a Covered Person who meets the Plan's eligibility requirements, as described
under Eligibility in Section 2, Introduction.

Y Not otherwise excluded in ti8®D under Section 8, Exclusions and Limitations

Covered Person either the Participant or an enrolled Dependent, but this term applies
only while the person is enrolled and eligible for Benefits under the Plan. References to
"you" and "your" throughotihis SPD are references to a Covered Person.

CRS- see Cancer Resource Services (CRS).
Custodial Care- services that are any of the following:

Yy Non-healthrelated services, such as assistance in activities of daily living (examples
include feeding, dresgj bathing, transferring and ambulating).

Yy Healthrelated services that are provided for the primary purpose of meeting the
personal needs of the patient or maintaining a level of function (even if the specific
services are considered to be skilled sBnaseopposed to improving that function to
an extent that might allow for a more independent existence.

y' Services that do not require continued administration by trained medical personnel in
order to be delivered safely and effectively.

Deductible - seeAnnual Deductible.

Dependent- an individual who meets the eligibility requirements specified in the Plan, as
described undéligibilityn Section AntroductioA Dependent does not include anyone

who is also enrolled as a Participdmtone can ba Dependent of more than one
Participant.

Designated Network Benefits- for Benefit plans that have a Designated Network Benefit
level, this is the description of how Benefits are paid for the Covered Health Services
provided by a Physician or other jptev that the Claims Administrator has identified as
Designated Network providers. Refer to SectiBlab,Highlights determine whether or

not your Benefit plan offers Designated Network Benefits and for details about how
Designated Network Benefifspdy.

Designated Network Also referred to as a o0Pr
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Designated Provider- a provider and/or facility that:

Yy Has entered into an agreement with the Claims Administrator, or with an organization
contracting on the Claims Administrator's lheoaprovide Covered Health Services
for the treatment of specific diseases or conditions; or

Yy The Claims Administrator has identified through the Claims Administrator's designation
programs as a Designated Provider. Such designation may apply toesiewints,
conditions and/or procedures.

A Designated Provider may or may not be located within your geographic area. Not all
Network Hospitals or Network Physicians are Designated Providers.

You can find out if your provider is a Designated Providemibgcting the Claims
Administrator atvww.myuhc.comor the telephone number on your ID card.

Designated Virtual Network Provider- a provider or facility that has entered into an
agreement with UnitedHealthcare, or with an organization contracting on

UnitedHealthcare's behalf, to deliver Covered Health Services via interactive audio and video
modalities.

DME - see Durable Medical Equipment (DME).

Domiciliary Care - living arrangements designed to meet the needs of people who cannot
live independently bubahot require Skilled Nursing Facility services.

Durable Medical Equipment (DME) - medical equipment that is all of the following:

Is used to serve a medical purpose with respect to treatment of a Sickness, Injury or their
symptoms.

Is not disposable.

Is generally not useful to a person in the absence of a Sickness, Injury or their symptoms.

Can withstand repeated use.

SSS S <

Is not implantable within the body.
Yy Is appropriate for use, and is primarily used, within the home.

Eligible Expenses- for Covered Healthe®vices, incurred while the Plan is in effect,
Eligible Expenses are determined by UnitedHealthcare as stated below and as detailed in
Section 3How the Plan Works

Eligible Expenses are determined solely in accordance with UnitedHealthcare's
reimbursemerpolicy guidelines. UnitedHealthcare develops the reimbursement policy
guidelines, in UnitedHealthcare's discretion, following evaluation and validation of all
provider billings in accordance with one or more of the following methodologies:
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Yy As indicatedi the most recent edition of the Current Procedural Terminology (CPT), a
publication of the American Medical Association, and/or the Centers for Medicare and
Medicaid Services (CMS).

As reported by generally recognized professionals or publications.

<

Yy Asused for Medicare.

Yy As determined by medical staff and outside medical consultants pursuant to other
appropriate source or determination that UnitedHealthcare accept.

Emergency- a medical condition manifesting itself by acute symptoms of sufficiemyt severit
(including severe pain) so that a prudent layperson, who possesses an average knowledge of
health and medicine, could reasonably expect the absence of immediate medical attention to
result in any of the following:

Yy Placing the health of the Covered Pefsgrwith respect to a pregnant woman, the
health of the woman or her unborn child) in serious jeopardy.

Yy Serious impairment to bodily functions.

Yy~ Serious dysfunction of any bodily organ or part.
Emergency Health Services with respect to an Emergency,hbot the following:

Yy A medical screening examination (as required under section 1867 of the Social Security
Act, 42 U.S.C. 1395dd) that is within the capability of the emergency department of a
Hospital, including ancillary services routinely availabéegmergency department to
evaluate such Emergency.

Yy Such further medical examination and treatment, to the extent they are within the
capabilities of the staff and facilities available at the Hospital, as are required under
section 1867 of the Social Siguxct (42 U.S.C. 1395dd(e)(3)).

Employee Retirement Income Security Act of 1974 (ERISA}he federal legislation that
regulates retirement and employee welfare benefit programs maintained by employers and
unions.

Employer - Clermont County.
EOB - see Eplanation of Benefits (EOB).
ERISA - seeEmployee Retirement Income Security Act of 1974 (ERISA)

Experimental or Investigational Services medical, surgical, diagnostic, psychiatric,
MentalHealth Substanc®elated and Addictive Disorderother healt care services,

technologies, supplies, treatments, procedures, drug therapies, medications or devices that, at
the time the Claims Administrator make®&termination regarding coverage in a particular

case, are determined to be any of the following:
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Yy Not approved by the U.S. Food and Drug Administration (FDA) to be lawfully
marketed for the proposed use and not identified in the American Hospital Formulary
Service or the United States Pharmacopoeia Dispensing Information as appropriate for
the proposedse.

Yy Subject to review and approval by any institutional review board for the proposed use.
(Devices which are FDA approved under the Humanitarian Use Device exemption are
not considered to be Experimental or Investigational.)

Yy The subject of an ongoing @ad Trial that meets the definition of a Phase |, Il or Il
Clinical Trial set forth in the FDA regulations, regardless of whether the trial is actually
subject to FDA oversight.

Exceptions:
Yy Clinical Trials for which Benefits are available as descleedCiinical Trials in

Section 6, Additional Coverage Details.

y If you are not a participant in a qualifying Clinical Trial as described under Section 6,
Additional Coverage Details, and have a Sickness or condition that is likely to cause
death within ongear of the request for treatment, the Claims Administrayomt its
discretion, consider an otherwise Experimental or Investigational Service to be a
Covered Health Service for that Sickness or condition. Prior to such consideration, the
Claims Admimsitratormust determine that, although unproven, the service has
significant potential as an effective treatment for that Sickness or condition.

Explanation of Benefits (EOB)- a statement provided by UnitedHealthcare to you, your
Physician, or another ltacare professional that explains:

Yy The Benefits provided (if any).

The allowable reimbursement amounts.

Deductibles.

Coinsurance.

Any other reductions taken.

The net amount paid by the Plan.

<SS

The reason(s) why the service or supply was not covere®laynthe

Freestanding Facility- an outpatient, diagnostic or ambulatory center or independent
laboratory which performs services and submits claims separately from a Hospital.

Gender Dysphoria- A disorder characterized by the following diagnostic clidéssdied
in the current edition of tH&iagnostic and Statistical Manual of the American Psychiatric
Association:

y  Diagnostic criteria for adults and adolescents:
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- A marked incongruence between one's experienced/expressed gender and assigned
gender, of aehst six months' duration, as manifested by at least two of the
foIIowmg

A marked incongruence between one's experienced/expressed gender and
primary and/or secondary sex characteristics (or in young adolescents, the
anticipated secondary sex charatsjis

A strong desire to be rid of one's primary and/or secondary sex characteristics
because of a marked incongruence with one's experienced/expressed gender or
in young adolescents, a desire to prevent the development of the anticipated
secondary sexatacteristics).

A strong desire for the primary and/or secondary sex characteristics of the other
gender.

A strong desire to be of the other gender (or some alternative gender different
from one's assigned gender).

A strong desire to be treated as therajbrder (or some alternative gender
different from one's assigned gender).

A strong conviction that one has the typical feelings and reactions of the other
gender (or some alternative gender different from one's assigned gender).

- The condition is asso@dtwith clinically significant distress or impairment in social,
occupational or other important areas of functioning.

y  Diagnostic criteria for children:

- A marked incongruence between one's experienced/expressed gender and assigned
gender, of at least snonths' duration, as manifested by at least six of the following
(one of which must be criterion as shown in the first bullet below):

A strong desire to be of the other gender or an insistence that one is the other
gender (or some alternative gender diftdrom one's assigned gender).

In boys (assigned gender), a strong preference fedressiag or simulating

female attire; or in girls (assigned gender), a strong preference for wearing only
typical masculine clothing and a strong resistance tatimegved typical

feminine clothing.

A strong preference for cregsnder roles in makelieve play or fantasy play.

A strong preference for the toys, games or activities stereotypically used or
engaged in by the other gender.

A strong preference for plagtes of the other gender.

In boys (assigned gender), a strong rejection of typically masculine toys, games
and activities and a strong avoidance of randtumble play; or in girls

(assigned gender), a strong rejection of typically feminine toysndames a
activities.

A strong dislike of ones' sexual anatomy.

A strong desire for the primary and/or secondary sex characteristics that match
one's experienced gender.

Yy The condition is associated with clinically significant distress or impairment in social,
school or other important areas of functioning.
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Genetic Testing- examination of blood or other tissue for chromosomal and DNA
abnormalities and alterations, or other expressions of gene abnormalities that may indicate
an increased risk for developingexic disease or disorder.

Health Statement(s)- a single, integrated statement that summarizes EOB information by
providing detailed content on account balances and claim activity.

Home Health Agency- a program or organization authorized by law todedwaalth
care services in the home.

Hospital - an institution, operated as required by law and that meets both of the following:

Yy ltis primarily engaged in providing health services, on an inpatient basis, for the acute
care and treatment of sick or iefiindividuals. Care is provided through medical,
Mental HealthSubstancdrelated anédddictiveDisorders, diagnostic and surgical
facilities, by or under the supervision of a staff of Physicians.

y It has 24hour nursing services.

A Hospital is not primdyi a place for rest, Custodial Care or care of the aged and is not a
nursing home, convalescent home or similar institution.

Hospital-based Facility- an outpatient facility that performs services and submits claims
as part of a Hospital.

Injury - bodily camage other than Sickness, including all related conditions and recurrent
symptoms.

Inpatient Rehabilitation Facility - a long term acute rehabilitation center, a Hospital (or a
special unit of a Hospital designated as an Inpatient Rehabilitationtracpryyides
rehabilitation services (including physical therapy, occupational therapy and/or speech
therapy) on an inpatient basis, as authorized by law.

Inpatient Stay- an uninterrupted confinement, following formal admission to a Hospital,
Skilled Nusing Facility or Inpatient Rehabilitation Facility.

Intensive Behavioral Therapy (IBT)- outpatient behavioral/educational services that aim

to reinforce adaptive behaviors, reduce maladaptive behaviors and improve the mastery of
functional age appropeaskills in people with Autism Spectrum Disorders. Examples
includeApplied Behavior Analysis (AB&)enver ModehdRelationship Development
Intervention (RDI)

Intensive Outpatient Treatment- a structured outpatieltental Healtlor Substance

Rel@ed and Addictive Disorddreatment program that may be freestanding or Hespital
based and provides services for at least three hours per day, two or more days per week.
Intermittent Care - skilled nursing care that is provided or needed either:

Yy Fewer tlan seven days each week.

129 SECTIONL4- GLOSSARY



CLERMONCOUNTWEDICAICHOICEPLUS WITIROPAY$200MEDUCTIBLELAN

Yy Fewer than eight hours each day for periods of 21 days or less.

Exceptions may be made in special circumstances when the need for additional care is finite
and predictable.

Kidney Resource Services (KRSh program administered bgitedHealthcare or its
affiliates made available to you by Clermont County. The KRS program provides:

Yy Specialized consulting services to Participants and enrolled Dependents with ESRD or
chronic kidney disease.

Yy~ Access to dialysis centers with expentigseating kidney disease.

Yy Guidance for the patient on the prescribed plan of care.

Manipulative Treatment- the therapeutic application of chiropractic and/or osteopathic
manipulative treatment with or without ancillary physiologic treatment and/dtagtebi
methods rendered to restore/improve motion, reduce pain and improve function in the
management of an identifiable neuromusculoskeletal condition.

Medicaid - a federal program administered and operated individually by participating state
and terribrial governments that provides medical benefits to eligibietome people
needing health care. The federal and state governments share the program's costs.

Medically Necessary- health care services provided for the purpose of preventing,
evaluatingjiagnosing or treating a Sickness, Injury, Mental IBaestgncdrelated and
AddictiveDisorders, condition, disease or its symptoms, that are all of the following as
determined by the Claims Administrator or its designee, within the Claims Admsnistrat
sole discretion. The services must be:

Yy In accordance with Generally Accepted Standards of Medical Practice.

y  Clinically appropriate, in terms of type, frequency, extent, site and duration, and
considered effective for your Sickness, Injury, Mental IBnlestgncdrelated and
AddictiveDisorders, disease or its symptoms.

<

Not mainly for your convenience or tbayour doctor or other health care provider.

<,

Not more costly than an alternative drug, service(s) or supply that is at least as likely to
produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of
your Sickness, Injury, disear symptoms.

Generally Accepted Standards of Medaral Reanctarels that are based on credible scientific
evidence published in peeviewed medical literature generally recognized by the relevant
medical community, relying primarily on controlled clinical trials, or, if not available,
observational studilsm more than one institution that suggest a causal relationship
between the service or treatment and health outcomes.

If no credible scientific evidence is available, then standards that are based on Physician
specialty society recommendations or miofesl standards of care may be considered. The
Claims Administrator reserves the right to consult expert opinion in determining whether
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health care services are Medically Necessary. The decision to apply Physician specialty
society recommendations, theict of expert and the determination of when to use any
such expert opinion, shall be within the Claims Administrator's sole discretion.

The Claims Administrator develops and maintains clinical policies that desgebertily
Accepted Standards icBM@dctmaentific evidence, prevailing medical standards and
clinical guidelines supporting its determinations regarding specific services. These clinical
policies (as developed by the Claims Administrator and revised from time to time), are
availale to Covered Personswww.myuhc.comor by calling the number on your ID

card, and to Physicians and other health care professionals on
www.UnitedHealthcareOnline.com

Medicare- Parts A, B, C and D of the insurance program established by Titld)d\éid],
States Social Securjtgsfainended by 42 U.S.C. Sections 1394, et seq. and as later amended.

Mental Health Services Covered Health Services for the diagnosis and treatment of
Mental llinesses listed in the curi@iaignostic and StatisticaldViaf the American Psychiatric
Association

Mental Health/ SubstanceRelated and Addictive DisorderdAdministrator - the
organization or individual designated by Clermont County who provides or Eieatejes
HealthServices and Substafmdated and Adlctive Disordes Services under the Plan.

Mental lliness - Mental Healtlor psychiatric diagnostic categories listed in the current
Diagnostic and Statistical Manual of the American Psychiatric Association

Network - when used to describe a provider oltiheare services, this means a provider
that has a participation agreement in effect (either directly or indirectly) with the Claims
Administrator or with its affiliate to participate in the Network; however, this does not
include those providers who hageeed to discount their charges for Covered Health
Services by way of their participation in the Shared Savings Program. The Claims
Administrator's affiliates are those entities affiliated with the Claims Administrator through
common ownership or contneith the Claims Administrator or with the Claims
Administrator's ultimate corporate parent, including direct and indirect subsidiaries.

A provider may enter into an agreement to provide only certain Covered Health Services,
but not all Covered Health Sees, or to be a Network provider for only some products. In
this case, the provider will be a Network provider for the Covered Health Services and
products included in the participation agreement, andNetwark provider for other

Covered Health Serggand products. The participation status of providers will change
from time to time.

Network Benefits - for Benefit Plans that have a Network Benefit level, this is the
description of how Benefits are paid for Covered Health Services provided by Network
providers. Refer to SectiorPan Highlightsdetermine whether or not your Benefit plan
offers Network Benefits and Sectiohl8w the Plan Woiks details about how Network
Benefits apply.
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Non-Network Benefits - for Benefit Plans that have a Ndetwork Benefit level, this is
the description of how Benefits are paid for Covered Health Services provided by non
Network providers. Refer to SectioRPn Highlightsdetermine whether or not your
Benefit plan offers NeNetwork Benefits and SectiogrHdw the Plan Worfks details

about how NorNetwork Benefits apply.

Open Enrollment - the period of time, determined by Clermont County, during which
eligible Participants may enroll themselves and their Dependents under the Plan. Clermont
County detenines the period of time that is the Open Enrollment period.

Out-of-Pocket Maximum - for Benefit plans that have an @tHPocket Maximum, this is
the maximum amount you pay every calendar year. Refer to Selziohlighlighits the
Out-of-Pocket Maxnum amount. See Sectiom8y the Plan Wdidsa description of
how the Outof-Pocket Maximum works.

Partial Hospitalization/Day Treatment - a structured ambulatory program that may be a
freestanding or Hospihhsed program and that provides sexrfioreat least 20 hours per
week.

Participant - a fulltime Participant of the Employer who meets the eligibility requirements
specified in the Plan, as described ufdgbilityn Section AntroductioA Participant
must live and/or work in the Upil States.

Personal Health Support programs provided by the Claims Administrator that focus on
prevention, education, and closing the gaps in care designed to encourage an efficient system
of care for you and your covered Dependents.

Personal Health Supprt Nurse - the primary nurse that UnitedHealthcare may assign to
you if you have a chronic or complex health condition. If a Personal Health Support Nurse
is assigned to you, this nurse will call you to assess your progress and provide you with
informatian and education.

Pharmaceutical Product(s} U.S. Food and Drug Administration-gppryved

prescription pharmaceutical products administered in connection with a Covered Health
Service by a Physician or other health care provider within the scopeovidbes

license, and not otherwise excluded under the Plan.

Physician- anyDoctor of MedicinBoctor of Osteopaltiayis properly licensed and
gualified by law.

Please note: Any podiatrist, dentist, psychologist, chiropractor, optonutrest provider
who acts within the scope of his or her license will be considered on the same basis as a

Physician. The fact that a provider is described as a Physician does not mean that Benefits
for services from that provider are available to you thedetan.

Plan - The Clermont County Medical Plan.

Plan Administrator - Clermont County or its designee.
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Plan Sponsor Clermont County.
Pregnancy- includes all of the following:

Yy Prenatal care.

y Postnatal care.

y  Childbirth.

Yy Any complications associated \thign above.

Prescription Drug List (PDL) Management Committee- the committee that
UnitedHealthcare designates for, among other responsibilities, classifying Pharmaceutical
Products into specific tiers.

Primary Physician- a Physician who has a majoritiiisfor her practice in general
pediatrics, internal medicine, obstetrics/gynecology, family practice or general medicine.

Private Duty Nursing - nursing care that is provided to a patient on-toemee basis by
licensed nurses in an inpatient or a heetieng when any of the following are true:

Yy No skilled services are identified.
Skilled nursing resources are available in the facility.

y

Yy The skilled care can be provided by a Home Health Agency on a per visit basis for a
specific purpose.

y

The service is pvided to a Covered Person by an independent nurse who is hired
directly by the Covered Person or his/her family. This includes nursing services provided
on an inpatient or a hortare basis, whether the service is skilled eskiitad

independent nurgin

Reconstructive Procedure a procedure performed to address a physical impairment

where the expected outcome is restored or improved function. The primary purpose of a
Reconstructive Procedure is either to treat a medical condition or to improweeor rest
physiologic function. Reconstructive Procedures include surgery or other procedures which
are associated with an Injury, Sickness or Congenital Anomaly. The primary result of the
procedure is not changed or improved physical appearance. The faetsoataay

suffer psychologically as a result of the impairment does not classify surgery or any other
procedure done to relieve the impairment as a Reconstructive Procedure.

Residential Treatment- treatment in a facility which providiésntal HealttSevices or
Substanc®elated and Addictive Disord8exvices treatment. The facility meets all of the
following requirements:

Yy ltis established and operated in accordance with applicable state law for Residential
Treatment programs.
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y It provides a program tfeatment under the active participation and direction of a
Physician and approved by thental HealthSubstanc&®elated and Addictive
DisordersServices Administrator.

y It has or maintains a written, specific and detailed treatment program reqinngy full
residence and filme participation by the patient.

y It provides at least the following basic services wh@u2ger day, structured milieu:

- Room and board.

- Evaluation and diagnosis.

- Counseling.

- Referral and orientation to specialized commasityirces.

A Residential Treatment facility that qualifies as a Hospital is considered a Hospital.

Semtprivate Room- a room with two or more beds. When an Inpatient Stay in-a Semi
private Room is a Covered Health Service, the difference in cost b&mvaipnieate

Room and a private room is a benefit only when a private room is necessary in terms of
generally accepted medical practice, or when-pri@iei Room is not available.

Shared Savings Programa program in which UnitedHealthcare may obtain a discount to

a nonNetwork provider's billed charges. This discount is usually based on a schedule
previously agreed to by the Adetwork provider. When this happens, you may experience
lower outof-pocke amounts. Plan coinsurance and deductibles would still apply to the
reduced charge. Sometimes Plan provisions or administrative practices conflict with the
scheduled rate, and a different rate is determined by UnitedHealthcare. In this case the non
Netwoik provider may bill you for the difference between the billed amount and the rate
determined by UnitedHealthcare. If this happens you should call the number on your ID
Card. Shared Savings Program providers are not Network providers and are notacredentiale
by UnitedHealthcare.

Sickness- physical iliness, disease or Pregnancy. The term Sickness as used in this SPD
includes Mental lliness @rbstancdRelated andddictiveDisorders, regardless of the
cause or origin of the Mental lllnesSudystancdrelaed andAddictiveDisorder.

Skilled Care- skilled nursing, teaching, and rehabilitation services when:

y' They are delivered or supervised by licensed technical or professional medical personnel
in order to obtain the specified medical outcome and provitie &afety of the
patient.

A Physician orders them.

They are not delivered for the purpose of assisting with activities of daily living,
including dressing, feeding, bathing or transferring from a bed to a chair.

They require clinical training in ordebeéadelivered safely and effectively.

<SS

They are not Custodial Care, as defined in this section.
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Skilled Nursing Facility - a Hospital or nursing facility that is licensed and operated as
required by law. A Skilled Nursing Facility that is part of a Hsspaasidered a Skilled
Nursing Facility for purposes of the Plan.

Specialist Physician a Physician who has a majority of his or her practice in areas other
than general pediatrics, internal medicine, obstetrics/gynecology, family practice or general
medicine.

Spouse- an individual to whom you are legally married

SubstanceRelated and Additive Disorder ServicesCovered Health Services for the

diagnosis and treatment of alcoholismSarmstanc®elated and Addictive Disord#rat

are listed in theucrentDiagnostic and Statistical Manual of the American Psychjatric Association
unless those services are specifically excluded. The fact that a disorder is listed in the
Diagnostic and Statistical Manual of the American PsychidtesAssoeatidhat

treatment of the disorder is a Covered Health Service.

Transitional Living - Mental Healttservices an8ubstancdrelated anédddictive
Disordes Services that are provided through facilities, group homes and supervised
apartments that provide-Bdur supervision that are either:

Yy Sober living arrangements such asfdeeghousing or alcohol/drug halfway houses.
These are transitional, supervised living arrangements that provide stable and safe
housing, an alcohol/drdfgee environment and suppfot recovery. A sober living
arrangement may be utilized as an adjunct to ambulatory treatment when treatment
doesn't offer the intensity and structure needed to assist the Covered Person with
recovery.

Yy Supervised living arrangements which are residaobess facilities, group homes and
supervised apartments that provide members with stable and safe housing and the
opportunity to learn how to manage their activities of daily living. Supervised living
arrangements may be utilized as an adjunct to meathes treatment doesn't offer
the intensity and structure needed to assist the Covered Person with recovery.

Unproven Services health services, including medications that are determined not to be
effective for treatment of the medical condition and/or not to have a beneficial effect on
health outcomes due to insufficient and inadequate clinical evidence fcomdwetéed
rancbmized controlled trials or cohort studies in the prevailing publisheevpmeed

medical literature.

Yy Wellconducted randomized controlled trials are two or more treatments compared to
each other, with the patient not being allowed to choose whigtetreiatreceived.

Yy Wellconducted cohort studies from more than one institution are studies in which
patients who receive study treatment are compared to a group of patients who receive
standard therapy. The comparison group must be nearly identicstiudytfieatment

group.
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UnitedHealthcare has a process by which it compiles and reviews clinical evidence with
respect to certain health services. From time to time, UnitedHealthcare issues medical and
drug policies that describe the clinical evidencabéevaith respect to specific health care
services. These medical and drug policies are subject to change without prior notice. You can
view these policiesatvw.myuhc.com

Please note:

Yy If you have a life threatening Sickness or condition (one ilkely ifol cause death
within one year of the request for treatment), UnitedHealthagyat its discretion,
consider an otherwise Unproven Service to be a Covered Health Service for that
Sickness or condition. Prior to such a consideration, Unitedbleatthst first
establish that there is sufficient evidence to conclude that, albeit unproven, the service
has significant potential as an effective treatment for that Sickness or condition.

Urgent Care- Care that requires prompt attention to avoid agleerssequences, but does

not pose an immediate threat to a person's life. Urgent care is usually delivereshin a walk
setting and without an appointment. Urgent care facilities are a location, distinct from a
hospital emergency department, an officelarie. The purpose is to diagnose and treat
illness or injury for unscheduled, ambulatory patients seeking immediate medical attention.

Urgent Care Center a facility that provides Covered Health Services that are required to
prevent serious deterioration of your health, and that are required as a result of an
unforeseen Sickness, Injury, or theebof acute or severe symptoms
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ATTACHMEN-HEALTH CARE REFORM ICES

Patient Protection and Affordable Care Act ("PPACA")

Patient Protection Notices

The Claims Administrator generally allows the designation of a primary care provider. You
have the right to designate any primary care protidgrarticipates in the Claims
Administrator's network and who is available to accept you or your family members. For
information on how to select a primary care provider, and for a list of the participating
primary care providers, contact the Claims islmaitor at the number on the back of your

ID card.

For children, you may designate a pediatrician as the primary care provider.

You do not need prior authorization from the Claims Administrator or from any other

person (including a primary care providesjder to obtain access to obstetrical or
gynecological care from a health care professional in the Claims Administrator's network
who specializes in obstetrics or gynecology. The health care professional, however, may be
required to comply with certairocedures, including obtaining prior authorization for

certain services, following a-ppproved treatment plan, or procedures for making referrals.
For a list of participating health care professionals who specialize in obstetrics or
gynecology, contathe Claims Administrator at the number on the back of your ID card.
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ATTACHMENT-LEGAL NOTICES

Women's Healtmd Cancer Rights Act of 1998

As required by thé&/omen's Health and Cancer Rights Acthef RB8Bprovides Benefits

under the Plan for mastectomy, including reconstruction and surgery to achieve symmetry
between the breasts, prostheses, and coropkcagsulting from a mastectomy (including
lymphedema).

If you are receiving Benefits in connection with a mastectomy, Benefits are also provided for
the following Covered Health Services, as you determine appropriate with your attending
Physician:

Yy All stgges of reconstruction of the breast on which the mastectomy was performed.
Yy Surgery and reconstruction of the other breast to produce a symmetrical appearance.

Yy Prostheses and treatment of physical complications of the mastectomy, including
lymphedema.

The anount you must pay for such Covered Health Services (including Copayments and any
Annual Deductible) are the same as are required for any other Covered Health Service.
Limitations on Benefits are the same as for any other Covered Health Service.

Statemenof Rights under the Newborns' and Mothers' Health Protection Act

Under Federal law, group health Plans and health insurance issuers offering group health
insurance coverage generally may not restrict Benefits for any Hospital length of stay in
connection wh childbirth for the mother or newborn child to less than 48 hours following

a vaginal delivery, or less than 96 hours following a delivery by cesarean section. However,
the Plan or issuer may pay for a shorter stay if the attending provider (ply/sipoam,

nurse midwife, or physician assistant), after consultation with the mother, discharges the
mother or newborn earlier.

Also, under Federal law, plans and issuers may not set the level of Bendfitpocimit
costs so that any later portidrttee 48hour (or 96éhour) stay is treated in a manner less
favorable to the mother or newborn than any earlier portion of the stay.

In addition, a plan or issuer may not, under Federal law, require that a physician or other
health care provider obtanthorization for prescribing a length of stay of up to 48 hours

(or 96 hours). However, to use certain providers or facilities, or to reduce-gbpocket

costs, you may be required to obtain prior authorization or notify the Claims Administrator.
For information on notification or prior authorization, contact your issuer.
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ATTACHMENTAINONDISCRIMINATIONDACCESSILITY
REQUIREMENTS

When the Plan uses the words "Claims Administrator” in this Attachment, it is a reference to
United Healthcare, Inc., on behalf of itself and its affiliated companies.

The Claims Administrator on behalf of itself and its affiliateolrd®s complies with
applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. UnitedHealthcare does not exclude people or treat
them differently because of race, color, natiogal,cage, disability, or sex.

The Claims Administrator provides free aids and services to people with disabilities to
communicate effectively with us, such as:

Yy Qualified sign language interpreters

Yy Written information in other formats (large print, aaioessible electronic formats,
other formats)

Yy Provides free language services to people whose primary language is not English, such
as: Qualified interpreters

Yy Information written in other languages

If you need these services, please call tHieéotherber number on your health plan ID
card, TTY 711 or the Plan Sponsor.

If you believe that the Claims Administrator has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or
sex, ya can file a grievance in writing by mail or email with the Civil Rights Coordinator
identified below. A grievance must be sent within 60 calendar days of the date that you
become aware of the discriminatory action and contain the name and addressofthe p
filing it along with the problem and the requested remedy.

A written decision will be sent to you within 30 calendar days. If you disagree with the
decision, you may file an appeal within 15 calendar days of receiving the decision.

Claims Administrator
Civil Rights Coordinator

United HealthCare Services, Inc. Civil Rights Coordinator

UnitedHealthcare Civil Rights Grievance

P.O. Box 30608

Salt Lake City, UT 84130

The tolHree member phone number listed on your health plan ID card, TTY 711

If you need help filing a grievance, the Civil Rights Coordinator identified above is available
to help you.
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You can also file a complaint directly with the U.S. Dept. of Health and Human services
online, by phone or mail:

Online https://ocrportal.hhs.gov/ocr/paal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Tolfree 180063681019, 8083 %7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room
509F, HHH Building Washingtdn,C. 20201
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ATTACHMENTONGETTING HELP IN ORHRANGUAGES OR FORMA

You have theight to get help and information in your language at no cost. To request an
interpreter, call the tdllee member phone number listed on your health plan ID card, press
0. TTY 711.

This letter is also available in other formats like large print. Tst taguddcument in
another format, please call thefte member phone number listed on your health plan ID
card, press 0. TTY 711, Monday through Friday, 8 a.m. to 8 p.m.
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3.+ Burmesed @Wpﬁsux&u@:ﬁ E‘Ezmamm:@@ :m?a:é‘?ﬁ n}m&n:ﬂ(ﬁmﬁ.ﬁj
oc§ER: wpSobmgbmonibngd oomfiobeembabofodogfnaqeoleos
cocgoedemnobiobipianogcasedediSEialodabfs 0 0386 TTY 711

9+ Cambodian- | Fesmlen” Beiin e T mmanmmagn e el S dEToTn T e it zr‘."q'.?m nimmramnEn”
Mon- Sz mimi nedan I i BT TN sERA mEE 0.-TTY-T11Z
Khmer

104Cherokee= | 8- D40 PP ICZP. I 1460 I EALOBW it GTP AL FRAJAAT-
ACOAJIIBAAIT, olF0vcOL-0. TTY 7111

114Chinesen | SFEFREBLLEREESIEITIHE. B —UilES,
R TR EE 8 F LARTEE 8 TS BT
0. BHRESHEERERW 7110

12+Choctaw? | Chim-anumpa va, apela micha nana aiimma vwinanaivli kevuohoish-
1sha hinla vt chim-aiivlhpesa. Tosheoli va asilhha chi hokmvtchi-
achukmaka holissokalloiskitiniva tvliaianumpulihelhtena va tbai-
achvifayvtpehpilahoishipayachad-ombetipa. TTY 7110

13 +Cushite- Kaffaltimaleafaankeessamm odeeffannoofi deeggarsa argachuunf-
Oromot mirga ni-gabdu. Turjumaana gaafachuufis sarara bilbilaa kan bilisaa-
waragaa eenvummas karoora favvaa keerratti tarreefame bilbiluun, 0-
tugl. TTY 7112
14 +Dutcho Uheeft-hetrecht-om hulp-eninformatie inuw-taal te krjgen zonder-

Eosten. Omeen-tolkaante vragen, bel-ons gratis nummer-die u-opuw-
ziekteverzekenngskaart treft, drokop 0. TTY 7113

153 4French™ Vous-avezledroitd'obtenirgratuitement de 1'aide etdes-
renseignements dans votre langpue. Pour-demandera parleraun-
interprete, appelez e numeéro-de-telephone sans frais-fgurant sur-
votre carte d’affilie duregime-de-soins de-santé et-appuvez surla-
touche 0.-ATS-711.10

16 +French- Ougen-dwa poujwenned-akenfomasyonnanlangnatifnatal ou-
Creocle- gratis. Pou-mande yon-entépret, rele nimewo-gratis manm-lan ki-
Haitian- endike sou-katID plan-santeou, peze 0. TTY 7110
Creocled

17 +Germant Siehaben-das Recht kostenlose Hilfe und Informationen-in Threr-

Sprache zu-erhalten. Um-einen Dolmetscher-anzuforderm, mafen-5Sie-
die gebihrenfreie Nummer-auf Threr-Krankenversicherungskarte®n-

142 ATTACHMENY - GETTINGHELPIN OTHERLANGUAGEGR FORMATS



CLERMONCOUNTWEDICAICHOICEPLUS WITIROPAY$200MEDUCTIBLELAN

und-drickenSiedie-0. TTY 7112

18 4GreekD EyeteTo-Brralwpo va hieBete BorBeia vt Thypopoples 0Ty Y AWooL Tus-
ywolsyoewar). T ve Toste Sleppnven, %l eote To Bwpsiv-uolBuo-
mhepwvon Tou Bplovetal TNV ¥pT Pehouc uowahiong, TatnowE 0. -
TIY- 7110

194Gujantit | qua {@otl YA HEE-wA-clH Tl B dl- Ana el w @ s-

& @eeufda e [dedl-s2al, -dul-de el TD-515- uedl-y2AluiiE--
2led-gl- MR- glet-ole42-GuUz- 8let- 520, -0-eellell - TTY 7110

20 +HawaianD

He pono-ke kokua-"ana-akuii-'oe ma-ka maopopo- ana-okéia-‘ikema-
loko-okiu-olelopono 1-me kauku-ole-‘ana +

E kama‘ilio- oe me kekahi kanaka unuhi, e kdhea i ka helukelepona-
kiki-olema koukileka olakine,aekaomiikaheluQ. TTY 711.0

21 +Hindid

Y91 - AT STH-H e Ua - eehil T e Ao - ol AT -
& - TR T3 e - & T3, 319e-Eey-oaer 1D 8- 1 g das e
W-wa- 9 He-y, 0 gad T TY 7118

22 +HmongH

Koj muaj cai taukev pabthiab-tau cov ntaubntawv sauua ko hom-
lus pub-dawh. Yogzav-tauibtugneeg-txzhais, hu tus zov-too) rautswv
cuabhu-dawb-uas saumua) nvob ntawm koj daim-vua) themngi kho-
mob, nas 0. TTY - 711.2

234Ibol

Inwere ikike inweta envemaka nakwa imuta asusu gi nefunakwughi-
ugwo. Maka ikpotur-onye nsughari -okwu, kpooakara ekwenti nke di-
nakwukwo njirimara ginke emere makaahuike i, pia-0. TTY-711.&

24 4Tlocanc™

Adda karbengam nga makaala i tulongEenimpormasyon 1t
pagsasaomnga libre Tapno-agdawatiti mavsa nga agipatarus,-
tumawagiti toll-free nga numerc-ti telepono nga para kadagiti kameng-
nganakalistaavan 11D card mo-para -t plano-ti salun-at, ipindut 0. -
TTY 711o

23 aIndonesian™

Anda-berthak untuk mendapatkan bantuan-daninformasi-dalam-
bahasa-Anda tanpa dikenakan biava. Untuk menunta bantuan-
penerjemah, hubung nomor-telepon-anggota, bebas pulsa, vang:
tercantum-pada kartu ID rencana kesehatan-Anda tekan 0 TTY 7110

26 talian 0

Haiql-diritto-di-ottenere aiuto e informazion nella tua lingua-
gratuitamente. Perrichiedere uninterprete, chiama il numero-
telefonicoverde indicatosulla tua tessera identificativa del prano-
sanitarioe premi-lo-0. Dispositivi pernon-udenti/TTY: 7110
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274Japanese™ | THBEOEB TR FEFTEY, BEEAFLENT S
ZENTEST, BN A, BRI THEDES
3. BET T OID

h—Flsdgah Twa A v —HOo? ) —H7vLET8
TEOLE, oL T I, TIWVERAESIT 11T,

28 aKarend

294Korean® | A5l L2 EHEE Al Az B E B2 HE o] HE -
l=dHB kel sUTH 29 AE -2 S Yl =-A 5k
EHIpFIEH 7T 25 Y AZH T 2 - ASEd oHE-
TEHA2 TTY 7110

30+Km-Bassa®| Nigwe kunde I at-mahola ni mawinuhop nannipehmes be-to-dolla.-
Yukwelni-Kobol mahop-seblana, schoni-sebel numba T tehe mu I-
ticketIdoctaInan, bep0.TTY 7115

31 #Kurdish- A g T Ry S S e Sl s S S e el i eSeasaa e gl il
Soranid T i S o gl gl gl g ot Sglalats da e aSy st e e J 3 ST g

.:J.gu;.D.:Hgi._?._:_éi.‘_;__.j#_m':1 1o

32+LaotianD v iSoheatlosunmugoedscor2yy stosmboiuwizresguimd
um'}?qu

cSogsoquiewrz, InwS mmursc ninotsu Sadu stug nhlo oyl
slutostuBnasqum, Hiocon- 0-TTY 7110

33aMarathi® | {rqeaTaT HTear ST - E=H=a- Aad- A0 Jg T THSUIET HEHN- 3R -
FeTedT HE EOH [aaH e Bl Aatad Had - soammeraar 0. TTY 7110

34+Mlarshalleseq Eor-am-maroffian-bokjipanimmelele-lokajineoamdlo-gjjelok-
wondan. Nankajjitok fianjuon ri-ukok, kirdok nomba -eo-embj-anieje-
ilokaatinIDinkarék in-djmour-eo-am, jiped 0. TTY 7110

353 +hbicronesian | Komw-ahneki manaman unsek Lonrwi-en-alehdi sawas ch-mengihtik-

-Pohnpeian™| i pein-omwi tungeal lokaia i schisepe. Pwenpekisawas ensoun-
kawehweh, ekerdelepwohn nempe ong-towehkan me sohisepe me-
ntingthdi ni-pemn-omrwi -dearopwe me pid keascandien-kehl, padik0.-
TTY 7110

364Navajold T'ééiﬁk‘ehdccba_a_h 'alinigoo bee baa hane'igii 44 ninizaad bee-
nika'e'ey eegcbee na'ahoot'?' ‘Ata"halne'i ta vinkeedpo, ninaaltsoos-
nit1z7 “ats’7 s bee baa'ahavl bee nddhozinTg7 7 bik1 1 b44shbee-

hane’7 £'11777K'ehbee -har.le’_-bi.‘il’_-g_-_-bich’ﬁ’hcdiﬂnﬂl'dééﬂ-bil-

144 ATTACHMENY - GETTINGHELPIN OTHERLANGUAGEOR FORMATS



CLERMONCOUNTWEDICAICHOICEPLUS WITIROPAY$200MEDUCTIBLELAN

'adidulchit. TTY 7110

37+Nepakd AT AT ST T 9 e TE T T SR WIoe 9T - AT s H T
T | A ATE S AT - T - ST 3R 7, TS, TaEe AT T HEd-
FISAT HIFd TId-I HEFT i AHgAT o aree, O e TTY -
1o
38 +Nilotic- Yinnor 161 bé vikuony né werevic de thog dudbac ke cin-weu tidue-
Dinkad

ke piny. -Acin-bi ran-vé koc per-thok thiééc, ke vincalnimba vene yup-
abac-de-ran-ton ve koc-wiidrthok toné ID katdudn-de pinakimvic,
thany0-vic. TTY 711.2

39 +Norwegiant

Duharretttil-a-fagratis-hjelpog-informasjonpadittegetsprak.-
For-abe-om-entolk, ring°gratisnummeretformedlemmersom-
eroppfert-pahelsekortetdittogtrykk0.-TTY 7110

40 +Pennsylvani

Duhoscht-die Rechtfer-Hilfunn Informationin-deine Schprooch-

anDutch® | griege, fernix Wann-du-enIwwersetzerhawwe willscht, kannscht-du-
die frei Telefon Nummer-uff-dei Gesundheit Blann 11 -Kaarde vuuse, -
dricke 0. TTY 711D
41 +Persian- N e T _'_.i'_:u_-._-;'_f__:l_;._;}_;n.;‘_:.l;_-}i._-;'.__._:.4__...-'_."_5_},_;:I -_g-J_nsw.E- 23 ga-lad
Farsiz s Jnlil il pa B jaf-ealic s - liboaals e Al g sl il 250

a5 0 eaed TTY 7110

42 +Purnjabd =

1% aEas, 0580

43 +PolishD Maszprawodo-uzvskania bezplatne) informacyi 1 pomocy we-
wiasnymijezvku. Poustugi tlumacza zadzwon pod-bezplatny numer-
umieszczony na karcie identyfikacyinej planu medycznegoiweisnij .-
TTY 71112

44 sPortuguese | Voce tem-o-direitode -obterajuda e informacio-em-seuidioma e sem-

custos. Para solicitaruminterprete, lisue para® numero-de telefone-
gratuitoque consta no-cartiode ID-do-seuplanode -sande, pressione-
O.TTY 711D

45 +RBomamnian™

Aveti dreptul de-a-obtine gratuitajutorsi informatiin limba-
dumneavoastri Pentruacereun-interpret, sunatila numdrulde-
telefon gratuitcare se-giseste pecardul dumneavoastrd de sdndtate, -
apasatipetasta0. TTY 7110

46 +Bussiand

BrerumeeTe Tpas0o Ha DECHAATHOE TOAVIEHHE TIOMOIITH H-
HHOPMAIINE Ha BalTeM A3uKe. UTOOM TOAATE 3aIpOC TIEPEEOATHEA -
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IMOZBOHHTE 0 DecIAATHOMY HOMepY TeredOHA, THAZAHHOMY Ha
oOpAaTHOH CTOPOHE BAINEH HAHTHCPHKATHONHOH KADTE H HaEMHATE -
0N TTY 7110

47 ASamoan--
Fa'asamoa O

E 1arlou-did tataue mava atuaise fesoascani ma-fa’amatalagailan-
gagana e-auncama-setotogl. Ina1afa’atalosagaina setagatafa’aliin, -
viliile-telefoni mo-suiele totogia oloo isiatuilav peleni 1 lav pepa-
Iy mo-le soifua maloloing, oomile 0. TTY 711.0

48 45erbo-
CroationD

Imate pravo-da besplatnodobijete pomoc i informacije na-Vasem-
jeziku. Da biste zatrazili prevodioca, hazovite besplatni broj naveden-
naiskaznici Vaseg%zdravstenogosipuranjad potisnite 0. TTY 711.1

49 +5pamshd

Tienederecho-a recibir-avuda € informacion-en-suidioma sincosto.-
Para solicitarun-interprete, llame 4l numero-de teléfono-gratuito para-
miembros-que se encuentra en-su-tarjeta deidentificaciondel plan-de-
salud v presione 0.+

TTY 711d

50 +5udanic-
Fulfulde

Dum-hakke maada mballedaa kadin kebaahabaminderwolde maada-
naa maa-a yobil. To-a vidi pirtoowo, noddu limngal mo-telefol caahu-
limtaadonderkaatiwol ID maada ngol njamu, nyo”u0. TTY 711.0

51 45vrahili

Una hakiva%uopata msaada™amarfa¥ora lugha vakoila gharama. -
Kuomba mkalimani, piga nambanva wanachama va bure-
ilivoorodheshwa Ewenve TAMva kadi vakova mpango-wa-afra, -
Fonvezal. - TTY 7110

32+5vnac-
Assyrant

Tharfi . dscidls R aashe e Riis” o shulass fhane . dnelherd . Ak

ey

e ale? ke mlarta L dealinrfies Lo st rdity, e anng rbaauthl

.'D'_,Jl:.nn'ﬂﬁj;:l'.qmnm"_'l 1=

33 +4Tagalogt

Mav-Earapatan Eangmakatanggapngtulongatimpormasyon-sa ivong:
wika nangwalangbavad. Upang humilingng-tagasalin, tawaganang-
tell-free na numero ng-teleponona nakalagavsatvongID cardng-
planong pangkalusugan, pindutinang 0. TTY 7110

34+Telugud

Jerodi m _j“e:%amm“&u“z;naﬁ oo Todcin Y armed Fodrm 8% e *
WEJETGEG&.GEJSE&#G&JBP’QFFUDQJ gt -Ergi-éﬂ.ﬁ-mcl'ﬁ-tnij -Bogd-erdiom -730133}&%-
£5%5 -5 Doeth 535, 0 T‘gﬁ}&ﬂ*‘b TTY- 7110

533#Thaid

aa mal @ e " ] © Wes_ W ed e 3w L e
FAEMEVAT JRTUA TN A R tq.li:-'Jl' 1.'-|.Fl'|".'| TR AT R SR LR 1.'|ﬁl 18" WIRRTART MU BTN BN
5, = ot CR T S s m o w r
L va Insdmi e e n i @ ;'TJ'-I'J mry TR AT ETH T STV RS WRIFRT D }

aow e . o pm & ] £ - = o]
a1'H'E'Jil'ﬂ'.d?l'.|1'..l'JFﬂlfi1'ﬂ11Fl1f.F|ﬂ'.l'\ﬂEFIH':'IF|' lvalnsaeewn e -11

36 +Tongan--

‘Okukerma’™n‘aetotonu-ke man'ae-tokon mo-e-“u-fakamatala “i-

ho'oleafakafonua ta’etotong. Ke tole ha tokotaha fakatonulea, ta ki
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Fakatonga® | he-fika telefonita’etotongi ma’ae kaumenupa“aee‘okulisi‘Tho'o
kaati ID ki ho'o-palani kihe mo'uileles, Lomi' T “a e 0. TTY 7112

37 4Trukeges Miworomw pwung-om-kopwe nounou-ika amasounoum-ekkewe-

(Chuukese)J| aninisika toropwen -aninis nge epwe awewetiw non kapasen fonuom, -
ese kamo.Tka ka mwochen tungoren aniisin chiakku, Eon%we-
member-nampa, ese pwan kamo, mi pachanong-won-an noum health-
plankatenID, iwe tiki"0". RenTTY kori711.0

38+Turkisho Kendidilinizde Geretsiz olarak vardimve bilg alma hakkomez-
bulunmaktadir Birtercimanistemekicin-saghk plaru kimlik karbman-
dzennde ver-alandcretsiz telefon numarasimaravimz, sonra 0°a-
basmuz. TTY {vaziliiletigm) icin 71113

394U kminian™ | V-BaceOpaso oTpHMATH GE3KCIITOEHT ACIIOMOTT T4 1IH(PODMAIIIED Ha -
Banmin piamii Moei. TI{o0 TOA4TH 3aIHT TPO HAAAHHA TIOCATT -
meperiasada, 2:aTerePOHVHTE Ha De3KOIITORHII HOMED TeAeCDOHT
VIACHMEKS, BKA33HHH Ha BANTH iAeHTHQKAITHIT KapTi A=Y
MEAHMYHOTC CTPAXVEAHHA, HAaTHCHITR 0 TTY 7110

60+Urdno CE T o g o i & DK e e o s S el
'D‘.a-'— E .:.‘E-\_?-.'-_ _.r""-:l—'—.a-J _‘iF"_.v:-...l5 ‘E_J:J—“"_;}-J—“"“JJ-H}‘r'—'rJ
il F-711o

61 +#Vietnamesed Qm”'n €0 -quy enﬂucec g_up dda 'CELP thong- Lnba_ng ngﬂn nglF-cua-
qu'rﬂ men-phi. "{)Eﬁ éucauduoc thong-dich-vien g_up d&, vuilong-
20150 d_enﬂma -m_enph_ danh cho ‘héivienduocnéu-trén the TD-
chucrngtttﬂl bao ‘hiemv- té-cua quy VL, bims6-0. TTY 7110

62 4Yiddisho 1E- IREDR-T19 T - TR TR TR T IR TR TR T T RR T - IO E O T OR- TR
09717, FTDENTET- K- 1T OR T IR
TR R T DT DR E RS T FO- T 2T - e ARn- 0y -0, TR

OTTY 71RO

63 +Voruba o O-nietolati tiiranwoati 1fitonilet pha ni ede relaisanwo. Latiha-
ogbufo-kansoro, pé 50t nomba -ero-ibanisoro laisanwoibode tiato-
sori‘kadiidanimo tietoilerare, te“0°. TTY 7110
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ADDENDUMJUNITEDHEALTH ALLIES

Introduction

This Addendum to the Summary Plan Description provides discounts for select non
Covered Health Services frBtmysicians and health care professionals.

When the words "you" and "your" are used the Plan is referring to people who are Covered
Persons as the term is defined in the Summary Plan Description (SPD). See Section 14,
Glossamg the SPD.

Important.

UnitedHealth Allies is not a health insurance plan. You are responsible for the full cost of
any services purchased, minus the applicable discount. Always use your health |nsurance
plan for Covered Health Services described in the Summary Plan Descriptictio(spe Se
5,Plan Highlightshen a benefit is available.

What is UnitedHealth Allies?
UnitedHealth Allies is a health value program that offers savings on certain products and
services that are not Covered Health Services under your health plan.

Because this not a health insurance plan, you are not required to receive a referral or
submit any claim forms.

Discounts through UnitedHealth Allies are available to you and your Dependents as defined
in the Summary Plan Description in SectioGb$sary

Selecing a Discounted Product or Service
A list of available discounted products or services can be viewed online at

www.Unitedhealthallies.comor by calling the number on the back of your ID card.

After selecting a health care professional and productioe seeserve the preferred rate
and print the rate confirmation letter. If you have reserved a product or service with a
customer service representative, the rate confirmation letter will be faxed or mailed to you.

Important.
You must present the ratenéirmation at the time of receiving the product or servige in
order to receive the discount.

Visiting Your Selected Health Care Professional

After reserving a preferred rate, make an appointment directly with the health care
professional. Your appointmentist be within ninety (90) days of the date on your rate
confirmation letter.
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Present the rate confirmation and your ID card at the time you receive the service. You will
be required to pay the preferred rate directly to the health care professetialettip

service is received.

Additional UnitedHealth Allies Information

Additional information on the UnitedHealth Allies program can be obtained online at
www.Unitedhealthallies.comor by calling the phone number on the back of your ID

card.
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ADDENDUMPARENTSTEPS

Introduction

This Addendum to the Summary Plan Description illustrates the benefits you may be eligible
for under the ParentStépsrogram.

When the words "you" and "your" are used the Plan is referring to people who are Covered
Persons as the term is defined in the Summary Plan Description (SPD). See Section 14,
Glossamg the SPD.

Important.

ParentStefiss not a health insurance plan. You are responsible for the full cost cLany
services purchased. ParentStefiscollect the provider payment from you online vi

the ParentStepsvebsite and forward the payment to the provider on your behalf.
Always usgour health insurance plan for Covered Health Services described in the
Summary Plan Description SectioRlan Highlightshen a benefit is available.

What is ParentStepa

ParentStefids a discount program that offers savings on certain medications and services
for the treatment of infertility that are not Covered Health Services under your health plan.

This program also offers:

Yy Guidance to help you make informed decisions on wheetee care.
Yy Education and support resources through experienced infertility nurses.

Yy Access to providers contracted with UnitedHealthcare that offer discounts for infertility
medical services.

y  Discounts on select medications when filled through a degighatmacy partner.

Because this is not a health insurance plan, you are not required to receive a referral or
submit any claim forms.

Discounts through this program are available to you and your Dependents. Dependents are
defined in the Summary Plan Dggion in Section 14lossary

Registering for ParentSté&ps

Prior to obtaining discounts on infertility medical treatment or speaking with an infertility
nurse you need to register for the program online at
www.myoptumhealthparentsteps.conor by callind?arentStefitoll-free at 877%80%

3507.

150 ADDENDUMPARENSBTEP®



CLERMONCOUNTWEDICAICHOICEPLUS WITIROPAY$200MEDUCTIBLELAN

Selecting a Contracted Provider

After registering for the program you can view Parerit&teijtiies and clinics online

based on location, compare IVF cycle outcome data for each participating provider and see
the specific rates negotiated by ParenfStéthseach provider for select types of infertility
treatment in order to make an informed decision.

Visiting Your Selected Health Care Professional

Once you have selected a provider, you will be asked to baboBeit for a consultation.
You should then call and make an appointment with that clinic and mention you are a
ParentStefflanember. ParentStépsill validate your choice and send a validation email to
you and the clinic.

Obtaining a Discount

If you ardl your provider choose a treatment in which Parerft8tspsunts apply, the
provider will enter in your proposed course of treatment. ParehtBliegisrt you, via
email, that treatment has been assigned. Once you log in to the P&remiStieesyu

will see your treatment plan with a cost breakdown for your review.

After reviewing the treatment plan and determining it is correct you can pay for the
treatment online. Once this payment has been made successfully PareititBtdibg
your providewith a statement saying that treatments may begin.

Speaking with a Nurse

Once you have successfully registered for the ParénpBtgpsm you may receive
additional educational and support resources through an experienced infertility nurse. You
may eve work with a single nurse throughout your treatment if you choose.

For questions about diagnosis, treatment options, your plan of care or general support,
please contact a ParentStepsse via phone (tdlee) by calling-8667744626.

ParentSteffurses are available from 8 a.m. to 5 p.m. Central Time; Monday through
Friday, excluding holidays.
Additional ParentStepmformation

Additional information on the ParentSfgp®gram can be obtained online at
www.myoptumhealthparentsteps.conor by calling -B7 78013507 (tolfree).
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